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CURRENT  HEALTH  MANPOWER  ISSUES 


LEGISLATIVE  HISTORY  OF  FEDERAL  INSTITUTIONAL 

SUPPORT  FOR  HEALTH  PROFESSIONS  SCHOOLS  AND 

ISSUES  IN  CAPITATION  GRANT  ASSISTANCE 

Summary 

The  following  paper  traces  the  history  of  direct  Federal  institutional 
support  for  health  professions  education.  In  so  doing,  it  focuses 
particularly  on  the  evolution  of  a  program  of  formula  grants  to  health 
professions  schools  for  general  educational  purposes  based  on  the 
number  of  students  enrolled.  The  authority  for  programs  of  institutional 
support  for  health  manpower  training  is  contained  in  Title  VII  of  the 
Public  Health  Service  Act 

In  response  to  perceived  critical  health  manpower  shortages  in  the 
nation,  Congress  in  1963  enacted  legislation  which  provided  direct 
Federal  support  for  health  professions  education.  For  nearly  two 
decades  prior  to  this  enactment,  Federal  funding  for  health  education 
was  a  by-product  of  a  direct  commitment  to  biomedical  research 
conducted  by  the  National  Institutes  of  Health. 

In  1963  Congress  sought  to  alleviate  health  manpower  shortages  by 
authorizing  matching  grants  for  the  contruction,  expansion,  and 
remodeling  and  repair  of  health  professions  schools  and  by  providing 
loans  for  students  in  three  of  the  health  professions  schools  (medicine, 
osteopathy,  and  dentistry).  For  these  purposes,  the  legislastion  enacted 
in  1963,  P.L.  88-129,  authorized  $30.1  million.  With  the  construction 
grant  authority  contained  in  P.L.  88-129,  Congress  sought  to  alleviate 
shortages  of  health  personnel  by  encouraging  health  professions  schools 
to  expand  enrollments. 

Shortages  of  health  manpower  were  perceived  to  be  no  less  critical  in 
1965  when  Congress  considered  proposals  which  would  extend  and 
expand  the  1963  authority.  The  Health  Professions  Educational 
Assistance  Amendments  of  1965,  P.L.  89-290,  extended  the  program  of 
matching  grants  for  the  construction  of  teaching  facilities  for  health 
professions  training.  It  also  introduced  a  program  of  formula  grants, 
known  as  basic  improvement  grants,  as  well  as  a  program  of  special 
improvement  grants,  to  various  health  professions  schools.  By 
authorizing  this  new  formula  grant  program  and  the  special 
improvement  grant  program,  Congress  intended  to  offer  another 
incentive  to  health  professions  schools  to  further  expand  enrollments  at 
schools.  It  also  intended  that  such  funds  serve  to  assure  the  financial 
solvency  of  schools  experiencing  shortages  of  operating  funds. 

Since  the  original  authorization  of  the  formula  grant  program  in 
1965,  several  changes  in  the  formula — including  increasing  amounts  per 
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student  and  total  sums  authorized  as  well  as  numbers  of  students 
counted  for  purposes  of  determining  grants  awarded  to  schools— have 
been  enacted.  The  first  portion  of  the  following  paper  traces  the 
evolution  of  these  changes.  It  should  be  noted  at  this  point  that  one  of 
the  most  significant  changes  occurring  in  this  program  in  the  several 
years  after  1965  was  a  dramatic  increase  in  the  level  of  Federal  financial 
support  available  for  health  professions  education.  With  the  enactment 
of  legislation  in  1971,  which  provided  an  extension  of  health  manpower 
training  authorities  through  fiscal  year  1974,  a  new  level  of  Federal 
commitment  was  initiated?  from  an  authorization  level  of  $30.1  million 
in  fiscal  year  1964,  health  manpower  training  programs  for  institutional 
and  student  assistance  grew  to  an  authorization  level  of  $1.1  billion  and 
appropriations  of  $483  million  for  fiscal  year  1974. 

By  1974,  increasing  levels  of  Federal  support  to  health  manpower 
training  programs  provided  substantial  increases  in  enrollments  at 
health  professions  schools.  In  addition,  the  financial  stability  which 
formula  grants  and  other  institutional  support  programs  were  intended 
to  assure  for  health  professions  schools  also  became  evident  by  1974. 

However,  as  the  Congress  began  in  1974  to  consider  revision  and 
extension  of  health  manpower  training  programs,  the  need  to  increase 
the  aggregate  supply  of  health  personnel  no  longer  commanded  the 
concern  it  had  in  prior  years.  Rather,  problems  associated  with  the 
distribution  of  health  professions— across  the  nation  geographically,  and 
by  specialty— were  perceived  by  the  Congress  to  be  the  issues  requiring 
legislative  response.  In  fact,  during  health  manpower  hearings  before 
the  House  Interstate  and  Foreign  Commerce  Committee  and  the  Senate 
Labor  and  Public  Welfare  Committee,  the  Assistant  Secretary  for 
Health,  DHEW,  testified  that  by  1980  the  nation's  supply  of  physicians 
would  likely  be  adequate  to  meet  projected  requirements. 

Between  1974  and  1976,  the  House  and  Senate  considered  various 
proposals  which  would  extend  and  revise  health  manpower  training 
programs.  Because  of  distinctly  different  approaches  adopted  by  the 
House  and  Senate  to  perceived  health  manpower  requirements  for  the 
nation,  it  was  necessary  for  both  the  93rd  and  94th  Congress  to 
consider  these  various  proposals  before  they  could  be  resolved  in 
P.L.  94^84,  October  12,  1976.  These  approaches,  however,  shared  a 
common  goal  to  target  formula  grant  assistance  in  order  to  address 
problems  of  geographic  and  specialty  maldistribution.  Several  of  the 
proposals  contained  in  these  approaches,  as  well  as  their  resolution,  are 
discussed  in  the  concluding  section  of  me  first  portion  of  this  paper. 

Examination  of  data  on  formula  grant  assistance  to  health  professions 
schools,  referred  to  as  capitation  grants  with  the  enactment  or  legislation 
in  1971,  reveals  a  peaking  of  such  assistance  in  1974,  with  decreasing 
obligations  and  decreasing  grants  per  student  being  awarded  to  each  of 
the  professional  schools  since  then.  For  schools  of  medicine  specifically, 
capitation  grants  per  student  decreased  by  almost  50  percent  in  current 
dollars  between  1972  and  1979,  and  by  nearly  70  percent  in  terms  of 
1972  dollars. 

Funding  at  such  levels  raises  a  series  of  questions  regarding  the 
continuing  contribution  of  capitation  grants  to  medical  education,  as 
well  as  other  health  professions  education.  To  what  extent  is  assistance 
at    significantly    lower    levels    of   funding    required    for    enrollment 


objectives  or  for  the  financial  viability  of  institutions?  If  Federal 
support  is  decreasing,  are  other  sources  of  financial  assistance  available 
for  schools  to  draw  on  for  the  support  of  educational  objectives?  What 
impact  has  decreasing  Federal  support  had  on  tuition  levels  at  schools? 
These  and  other  questions,  as  well  as  related  data,  are  examined  in  the 
second  part  of  this  report 
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L  Legislative  History  and  Congressional  Intent 

The  Congress  last  considered  legislation  which  would  revise  and 
extend  the  several  programs  of  Federal  support  for  health  professions 
education  contained  in  Title  VII  of  the  Public  Health  Service  Act 
between  the  vears  1974  and  1976.  Title  VII  programs  have  provided 
direct  Federal  Assistance  for  training  in  the  various  health  professions 
since  1963.  As  finally  enacted  in  1976,  the  Health  Professions 
Educational  Assistance  Act  of  1976,  P.L.  94-484,  resulted  in  revision 
and  extension  of  the  authorities  for  these  several  programs  through 
fiscal  year  1980.  At  that  time,  the  Congress  once  again  will  have  to  act 
on  legislation  which  would  revise  and  extend  Title  VII  programs. 

The  Congress  first  enacted  legislation  providing  direct  Federal 
support  for  health  professions  education  in  1963  when  it  considered  and 
passed  the  Health  Professions  Educational  Assistance  Act  of  1963, 
P.L.  88-129.  For  nearly  two  decades  prior  to  this  enactment,  Federal 
funding  for  health  education  was  a  by-product  of  a  direct  commitment 
to  biomedical  research  conducted  by  the  National  Institutes  of  Health 
(NIH).  Throughout  this  period,  NIH  funds  for  research  and  training 
activities  provided  significant  support  to  medical  schools  for  educational 
purposes  and  for  the  training  of  clinical  scientists  and  medical 
specialists  with  broad  diagnostic  and  therapeutic  skills.1  A  1974  Institute 
of  Medicine  study  found  that  for  medical  schools,  which  received  the 
major  share  of  biomedical  research  grants,  the  proportion  of  income 
related  to  Federal  research  rose  from  11  percent  in  1947  to  42  percent 
in  1968.2  When  perceived  shortages  of  health  professionals  seemed  to 
demand  an  expanded  and  explicit  Federal  authority  to  provide 
institutional  and  student  assistance  for  health  manpower  training, 
Congress  enacted  legislation  which  would  provide  direct  assistance  for 
the  purpose  of  eliminating  these  shortages. 

HEALTH  PROFESSIONS   EDUCATIONAL  ASSISTANCE  ACT  OF  1963 

In  1963  Congress  considered  legislation  which  would  provide  direct 
Federal  financial  assistance  for  health  professions  education.  The 
Report  of  the  House  Committee  on  Interstate  and  Foreign  Commerce 
on  H.R.  12,  the  Health  Professions  Educational  Assistance  Act  of  1963, 
observed  that  such  support  was  necessary  in  order  to  increase  the 
supply  of  professional  health  personnel.  According  to  the  House 
Committee,  Federal  grants  had  stimulated  very  substantial  programs  for 
the  construction  of  health  research  facilities,  hospitals,  and  other  health 
facilities.  If  Federal  funds  were  not  also  available  for  medical  education 
and  the  training  of  other  health  professionals,  investments  in  medical 
research  and  other  health  facilities  would  be  jeopardized. 


1  Health  in  America  1776-1976.   U.S.  Department  of  Health,  Education  and      Welfare,   U.S.  Public  Health 
Service,  DHEW  Pub.  No.  (HRA)  766-616,  p.  101-104. 

2  Costs  of  Education  in  the  Health  Professions,  Institute  of  Medicine,  National  Academy  of  Sciences,  January 
1974,  p.  1. 
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As  a  matter  of  fact,  unless  legislation  to  aid  medical  education  is  enacted  promptly 
it  will  be  difficult  to  justify  continuing  present  levels  of  expenditures  for  medical 
research  and  health  facilities,  because  there  is  no  prospect  that  thefuture  supply  of 
qualified  professional  health  personnel  will  be  sufficient  to  utilize  the  end  results  of 
medical  research  or  to  staff  our  expanding  hospitals  and  other  health  facilities.3 

For  these  reasons,  Congress  passed  the  Health  Professions 
Educational  Assistance  Act  of  1963  thereby  authorizing  matching  grants 
for  the  construction,  expansion,  and  remodeling  and  repair  of  health 
professions  schools  (schools  of  medicine,  dentistry,  osteopathy, 
pharmacy,  optometry,  podiatry,  nursing,  and  public  health)  and 
providing  loans  for  students  in  three  of  the  health  professions 
(medicine,  osteopathy,  and  dentistry).  Both  the  House  Committee  on 
Interstate  and  Foreign  Commerce  and  the  Senate  Committee  on  Labor 
and  Public  Welfare  agreed  in  their  reports  that  the  amounts  of 
individual  construction  grants  should  vary  with  the  extent  of  expansion 
of  enrollment  undertaken  by  the  health  professions  schools.  For 
example,  grants  for  new  schools  or  for  "major"  expansions  of  existing 
schools  could  be  awarded  up  to  66-2/3  percent  of  the  costs  of 
construction,  whereas  for  projects  which  could  not  be  considered 
"major,"  grants  could  not  exceed  50  percent  of  the  costs  of 
construction.4 

HEALTH  PROFESSIONS  EDUCATIONAL  ASSISTANCE  AMENDMENTS  OF  1965 

During  1965,  the  Committee  on  Interstate  and  Foreign  Commerce 
and  the  Committee  on  Labor  and  Public  Welfare  heard  testimony  on 
the  Nation's  outstanding  need  for  health  manpower  and  concluded  that 
the  number  of  medical  and  dental  school  students  would  have  to  be 
increased  substantially. 

To  begin  to  meet  the  Nation's  health  needs,  the  number  of  new  dentists  must 
increase  by  at  least  100  percent  The  number  of  new  physicians  must  increase  by  at 
least  50  percent  by  1975.  This  means  that  to  meet  the  estimated  need  for  medical 
graduates  by  1975.  there  must  be  some  12,700  first- year  places  by  1971  to  train  the 
11,500  medical  graduates  needed  for  1975.  While  the  Public  Law  88-129  legislation  has 
funded  construction  grants  designed  to  create  725  new  first-year  places,  this  leaves 
some  2,800  yet  to  be  provided.*  •  *5 

For  reasons  such  as  these,  the  Congress  passed  in  1965  legislation 
which  expanded  direct  Federal  support  for  health  professions  education. 
With  regard  to  institutional  support  specifically,  the  Health  Professions 
Educational  Assistance  Amendments  of  1965,  P.L.  89-290,  extended  the 
program  of  matching  grants  for  the  construction  of  teaching  facilities 
for  health  professions  training.  It  also  introduced  a  program  of  formula 
grants,  known  as  basic  improvement  grants,  as  well  as  a  program  of 
special  improvement  grants,  to  schools  of  medicine,  dentistry, 
osteopathy,  optometry,  and  podiatry.  In  its  report  on  this  legislation,  the 
Senate  Committee  on  Labor  and  Public  Welfare  indicated  that  such 
grants  were  required  for  the  expansion  of  enrollments  of  the  various 
health  professional  schools,  as  well  as  for  the  financial  solvency  of 
schools  experiencing  shortages  of  operating  funds. 


3  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce,  Health  Professioni 
Educational  Assistance,    A  Report  to  accompany  H.R.  12,  March  19,  1963.  H.  RepL  No.  p.  109,  p.  9,  11. 

4  U.S.  Senate  Committee  on  Labor  and  Public  Welfare,  Health  Professions  Educational  Assistance  Art  of 
1963,  A  Report  to  accompany  H.R.  12,  September  10,  1963,  RepL  No.  485,  p.  6. 

5  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce,  Health  Profession* 
Educational  Assistance  Amendments  of  1965,  A  Report  on  H.R.  3141,  August  12,  1965,  H.  RepL  No.  781, 
p.  5. 


Medical  and  denial  schools  are  in  jeopardy  because  of  shortages  of  operating  funds. 
These  schools  face  increasing  problems  in  raising  enough  operating  money  to  pay  their 
faculty  and  finance  their  teaching  programs,  with  tuition  and  fees  representing  only  a 
small  part  of  these  costs. 

Several  medical  and  dental  schools  are  in  serious  financial  difficulty.  Other  schools 
are  on  the  border  of  trouble.  Attempts  to  expand  enrollment  will  only  increase  these 
financial  difficulties.6 

The  House  Committee  on  Interstate  and  Foreign  Commerce  detailed 
the  purposes  which  it  anticipated  basic  and  special  improvement  grants 
would  serve  for  health  professions  schools.  For  inadequately  supported 
schools,  basic  improvement  grants  were  expected  to  be  used  for 
improving  critical  weaknesses  in  the  basic  components  of  professional 
education.  More  adequately  supported  schools  were  expected  to  use 
these  grants  for  such  things  as  achieving  balance  in  curriculum  areas 
and  experimenting  with  innovations  in  professional  health  education. 
Special  improvement  grants  were  expected  to  narrow  the  gap  between 
the  quality  of  education  provided  by  individual  schools  since  they 
would  be  awarded  on  the  basis  of  need.7 

In  addition,  the  House  Committee  suggested  that  such  grants  would 
serve  another  useful  purpose.  They  would  strengthen  teaching  programs 
"which  have  tended  to  be  neglected"  in  favor  of  sponsored  research 
programs.8 

As  ultimately  enacted  into  law,  the  program  of  basic  improvement 
grants  contained  in  P.L.  89-290  provided  each  eligible  school  in  fiscal 
year  1966  grants  of  $12,500  plus  $250  times  the  number  of  full-time 
students;  and  for  fiscal  years  1967  through  1969,  $25,000  plus  $500 
times  the  number  of  full-time  students.  In  order  to  receive  a  basic 
improvement  grant,  a  school  was  required  to  provide  reasonable 
assurances  that  the  first-year  enrollment  of  full-time  students  at  the 
school  would  exceed  the  highest  first-year  enrollment  during  the  period 
July  1,  1960  through  July  1,  1965  by  the  greater  of  2-1/2  percent  or 
five  students— an  enrollment  increase  requirement  in  addition  to  that 
specified  for  construction  assistance. 

Special  improvement  grants  would  be  awarded  from  appropriated 
sums  not  used  for  basic  improvement  grants  and  could  be  used  only  for 
providing  or  assuring  the  maintenance  of  accredition  and  for  the 
schooFs  specialized  functions.  Special  improvement  grants  were  limited 
per  school  to  $100,000  for  fiscal  year  1966;  $200,000  for  fiscal  year 
1967;  $300,000  for  fiscal  year  1968;  and  $400,000  for  fiscal  year  1969. 

In  order  to  receive  basic  and  special  improvement  grants,  schools 
were  required  to  provide  assurances  that  during  the  fiscal  year  in  which 
a  grant  was  sought,  the  school's  expenditure  of  non-Federal  funds 
(excluding  funds  for  construction)  would  be  at  least  equal  to  the 
average  amount  spent  during  the  previous  three  years. 


6  U.S.  Senate  Committee  on  Labor  and  Public  Welfare.  Health  Professions  Educational  Assistance 
Amendments  of  1965,  A  report  to  accompany  H.R.  3141,  Rept.  No.  789,  September  28,  1965,  p.  5. 

7  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce.  Health  Professions 
Educational  Assistance  Amendments  of  1965,  A  Report  on  H.R.  3141,  H.  Rept.  No.  781.  August  12,  1965, 
p.  15. 

8  Ibid,  p.  18. 


HEALTH  MANPOWER  ACT  OF  1968 

In  their  consideration  in  1968  of  revisions  to  Federal  health 
manpower  training  programs,  both  the  House  and  the  Senate 
Committees  again  found  the  Nation's  need  for  health  manpower  an 
urgent  one,  requiring  a  sustained  and  expanded  Federal  commitment  to 
the  support  of  health  professions  education.  The  House  Committee  on 
Interstate  and  Foreign  Commerce  observed: 

Today  there  is  essential  universal  agreement  as  to  the  existence  of  very  large  unmet 
needs  for  health  workers.  There  is  also  agreement  that  the  present  educational  capacity 
is  inadequate  to  meet  these  needs  and  that  production  must  be  increased  as  rapidly  as 
educational  capability  will  permit  The  shortages  today  are  so  great  as  to  make  it 
apparent  that  the  greatest  effort  is  needed  if  we  are  to  keep  up  with  the  growing 
demand.9 

To  address  these  needs,  the  Congress  passed  the  Health  Manpower 
Act  of  1968,  P.L.  90-490.  Among  other  things,  this  enactment  extended 
the  construction  grant  program  for  health  professions  schools.  It  also 
amended  the  formula  for  basic  improvement  grants  so  as  to  encourage 
further  expansion  of  enrollments  at  health  professions  schools.  Under 
the  program  of  basic  improvement  grants  enacted  in  1965,  the  formula 
for  determining  the  amount  of  support  received  by  an  institution 
specified  only  one  variable:  the  number  of  students  enrolled;  that  is,  a 
school  ieceived  $500  for  each  full-time  student  enrolled. 

In  the  1968  legislation,  the  formula  for  the  renamed  "institutional 
grants"  took  into  account  two  additional  factors:  increases  in  the 
number  of  students  and  the  number  of  graduates.  The  formula  was 
revised  as  follows:  the  base  grant  per  institution  would  remain  at 
$25,000.  Of  the  sums  remaining  from  the  available  appropriations: 

(a)  Seventy-five  percent  would  be  distributed  on  the  basis  of  (1) 
the  relative  enrollment  of  full-time  students,  and  (2)  the  relative 
increase  in  full-time  enrollment  (over  the  average  enrollment  of 
the  school  for  the  five  preceding  school  years)  with  the  number  of 
increased  students  counted  twice;  and, 

(b)  Twenty-five  percent  would  be  distributed  on  the  basis  of  the 
relative  number  of  graduates. 

In  other  words,  under  the  revised  formula,  a  school  would  receive 
twice  as  much  for  each  student  added  to  its  enrollment  in  a  given  year 
over  the  average  enrollment  of  school  for  the  five  preceding  years.  In 
taking  into  account  the  number  of  graduates  of  a  school,  the  Congress 
intended  to  provide  a  further  incentive  for  the  schools  to  increase  and 
retain  their  enrollments,  since  at  graduation  the  students  would  again 
be  counted.  The  House  Committee  noted  that  "this  would  also  provide 
an  incentive  for  schools  to  experiment  with  shortening  the  length  of  the 
period  without  diminishing  the  quality  of  training,  and  to  try  to 
practical  means  for  accepting  students  at  advanced  standing.*  *  *"10 

As  a  condition  for  receiving  an  institutional  grant,  a  school  was 
required  to  provide  assurances  that  it  would  increase  its  first-year, 
full-time  enrollment  by  2-1/2  percent  or  five  students,  whichever  is 
greater,  over  the  average   full-time,  first-year  enrollments  of  the   two 


9  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce,  Health  Manpower  Act  of 
1968.  A  Report  to  accompany  H.R.  15757,  Rept.  No.  1634,  July  3,  1968,  p.  15,  16. 

10  Ibid.,  p.  30. 
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school  years  having  the  largest  enrollments  between  July  1,  1963  and 
June  30,  1978.  In  addition,  an  instituuonal  grant  to  a  school  could  not 
exceed  in  any  fiscal  year  the  school's  teaching  expenditures  from 
non-Federal  sources  (excluding  expenditures  of  a  non-recurring  nature) 
during  the  previous  year. 

Under  the  Health  Manpower  Act  of  1968,  special  improvement 
grants  were  renamed  special  project  grants,  and  various  new  purposes 
were  specified  for  the  use  of  this  assistance.  However,  both  Committees 
anticipated  that  among  these  several  purposes,  priority  would  be  given 
to  grants  for  schools  in  financial  difficulty.11  The  House  Committee 
stated, 

One  of  the  principal  purposes  of  the  special  project  grant  is  the  assistance — even  the 
saving— of  health  professions  schools  in  serious  financial  difficulties. 

This  is  predicated  on  the  fact  that  it  is  less  costly,  particularly  with  respect  to  time, 
to  assist  a  school  to  continue  its  operation  than  to  permit  it  to  close  and  replace  it 
with  a  new  school  at  a  cost  of  many  millions  of  dollars,  and  a  loss  of  as  many  as  10 
years  of  output  of  graduates.  To  say  that  it  is  "less  costly"  should  not,  however,  be 
interpreted  as  being  "inexpensive."12 

Finally,  it  should  be  noted  that  the  Health  Manpower  Act  of  1968 
extended  to  schools  of  pharmacy  and  veterinary  medicine  eligibility  for 
instituuonal  and  special  project  grants. 

HEALTH  TRAINING  IMPROVEMENTS   ACT  OF  1970 

The  Health  Training  Improvement  Act  of  1970,  P.L.  91-519,  was 
intended,  in  part,  to  provide  emergency  assistance  for  medical  and 
dental  schools  in  extreme  financial  distress.  The  conference  report  on 
the  1970  legislation  indicated  the  concern  of  the  Congress  for  the 
financial  difficulties  experienced  by  these  schools.  A  Congressional 
finding  stated: 

The  Congress  finds  and  declares  that  the  Nation's  economy,  welfare,  and  security 
are  adversely  affected  by  the  acute  financial  crisis  which  threatens  the  survival  of 
medical  and  dental  schools,  which  provide  the  highest  quality  of  teaching,  medical  and 
dental  research,  and  delivery  of  health  care  for  the  Nation.13 

The  conference  report  in  addition,  directed  the  Secretary  of  HEW  to 
determine  the  need  for  emergency  financial  assistance  to  medical  and 
dental  schools  in  financial  distress  and  to  report  to  the  Congress,  on  or 
before  June  30,  1971,  his  determinations  of  need  and  recommendations 
for  action. 

To  assist  medical  and  dental  schools  in  financial  distress,  the  1970 
enactment  also  included  language  requiring  that  sums  appropriated  for 
fiscal  year  1971  for  special  project  grants  to  assist  schools  in  serious 
financial  trouble  remain  available  until  expanded,  or  through  fiscal  year 
1972,  whichever  occurs  first. 


11  U.S.    Senate   Committee   on   Labor  and   Public   Welfare,    Health    Manpower  Act   of  1968,   A   Repot  10 
accompany  S.  3095.  Rept  No.  1307,  June  21,  1968.  p.  5. 

12  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce,  Health  Manpower  Act  of 
1968.  p.  31.  31 

13  U.S.    House    of  Representatives.    Health    Training    Improvement   Act   of  1970,   A    Conference   Report   to 
accompany  S.  3586,  RepL  No.  91-1588,  p.  2,  16. 


COMPREHENSIVE  HEALTH  MANPOWER  TRAINING  ACT  OF  1971 

In  October  1970,  the  Carnegie  Commission  on  Higher  Education 
issued  a  special  report,  Higher  Education  and  the  Nation's  Health: 
Policies  for  Medical  and  Dental  Education.  This  report  was  issued  just 
prior  to  the  expiration  of  various  Federal  assistance  programs  for  health 
manpower  training  and  served  as  a  focus  of  debate  for  future  health 
manpower  requirements  for  the  nation.  This  report  cited  an  acute 
shortage  of  physicians  in  the  country  and  recommended  a  50  percent 
increase  in  medical  school  entrant  places14  and  also  referred  to  "grave 
financial  difficulties"  of  the  nation's  medical  schools.15  For  these 
reasons,  the  Carnegie  Commission  recommended  large  increases  in 
institutional  grants  to  medical  and  dental  schools  in  return  for 
assurances  that  enrollments  would  be  expanded  and  that  schools  would 
introduce  greater  effectiveness  and  efficiency  in  professional  education.16 

In  its  consideration  of  revision  of  the  various  health  manpower 
training  programs  authorized  in  the  1960s,  the  Congress  in  1971 
affirmed  the  need  for  continued  and  expanded  Federal  support,  for 
reasons  similar  to  those  expressed  in  the  past:  shortages  of  health 
personnel  and  the  financial  stability  of  the  various  health  professions 
schools.  However,  in  1971  both  Committees  sought  to  link  these  needs 
to  one  major  and  expanded  program  of  institutional  support.  A  revised 
formula  grant  program — "capitation"  grants — would  provide  a 
dependable,  stable,  and  predictable  source  of  assistance  for  health 
professions  schools  and  would  permit  mem  to  respond  to  national 
needs  for  greater  personnel  and  to  plan  rationally  for  the  future.  The 
Senate  Committee  observed, 

In  recent  years,  some  60  schools  of  medicine  and  osteopathy  and  22  schools  of 
dentistry  have  received  substantial  Federal  assistance  because  of  their  severe  financial 
straits. 

This  financial  crisis  occurs  at  precisely  the  time  when  the  Nation  has  become  aware 
of  the  need  for  increased  numbers  and  kinds  of  health  service  personnel.*  *  • 

It  is  the  Committee's  conviction  that  the  current  financial  crisis  among  health 
professions  educational  institutions  precludes  effective  action  on  their  part  in  response 
to  these  national  needs.  These  institutions  can  and  will  respond  to  these  needs  only  if 
they  are  assured  of  a  predictable  amount  of  Federal  funds  sufficient  to  stabilize  their 
finances— and  assure  that  education  remains  within  financial  reach  of  the  student 
without  forcing  the  school  to  the  point  of  financial  disaster.17 

The  House  Committee  concurred  and  observed  that  a  mechanism  of 
assistance  was  required  which,  at  one  and  the  same  time,  would 
alleviate  financial  distress  as  well  as  provide  a  stabilizing  basis  for  the 
educational  programs  of  health  professions  schools. 

The  capitation  levels  proposed  in  this  bill  are  designed  to  significantly  alleviate  the 
financial  distress  of  those  schools  which  are  in  serious  financial  straits.  Grants  should 
enhance  the  ability  of  schools  more  fortunately  situated  to  increase  enrollments  and 
make  their  curricula  increasingly  relevant  to  the  health  care  needs  of  the  Nation.  The 
capitation  grants  are  designed  to  provide  a  dependable  support  base  for  the  educational 
programs  of  the  health  professions  schools  without  having  to  go  through  the  "back 
door"  of  research    to  support  education.  Special  project  assistance  authorized  elsewhere 


14  The  Carnegie  Commission  on  Higher  Education.  Higher  Education  and  the  Nation's  Health:  Polidei  for 
Medical  and  Dental  Education,  October  1970.  p.  36,  99. 

15  Ibid.,  p.  63. 

16  Ibid,  p.  69. 

17  U.S.    Senate.    Committee    on    Labor    and    Public    Welfare.    Health    Professions    Educational    Assistance 
Amendments  of  1971,  A  Report  to  accompany  S.934,  RepL  No.  92-251,  July  12,  1971,  p.  15,  16. 
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in  the  bill  would  provide  additional  assistance  to  those  institutions  which  will  respond 
further  to  the  Nation's  complex  health  manpower  needs.18 

The  Senate  Committee,  in  addition,  observed  that  the  Nation's 
shortage  of  health  professionals  entailed  specific  problems  with  the 
specialty  and  geographic  distribution  of  health  manpower. 

A  recent  trend  in  medical  education  is  the  rise  of  the  specialist  and  the  decline  of 
the  general  practitioner.  Until  recent  years,  most  physicians  were  general  practitioners 
or  "family  doctors,"  who  traditionally  provided  basic  health  care  for  Americans.  In 
1931  there  were  about  101  general  practitioners  per  100,000  U.S.  residents.  The  figure 
dropped  to  79  in  1949,  38  in  1963,  and  28  in  1970.  As  retiring  general  practitioners  are 
replaced  by  newly  graduated  specialists,  the  ratio  will  drop  even  lower.*  *  • 

Like  physicians,  dentists  are  distributed  unevenly  throughout  the  country. 
Metropolitan  areas  have  several  times  as  many  dentists  proportionately  as  counties  with 
small  central  dues.19 

The  Committee  anticipated  that  Federal  assistance  which  would 
further  expand  enrollments  and  assure  the  financial  stability  of 
educational  institutions  would  serve  to  ameliorate  distribution  problems. 

The  Committee  is  convinced  that  the  prospect  is  for  a  more  severe  shortage  of 
health  manpower  unless  Congress  acts  now.  The  bill  would  increase  the  number  of 
practitioners,  improve  the  effectiveness,  and  encourage  them  to  practice  in  underserved 
areas  by  stabilizing  and  supporting  the  institutions  which  educate  the  Nation's  health 
manpower.  The  Nation's  health  needs,  already  considered  critical  by  many,  will  become 
even  more  acute  unless  the  Federal  effort  to  increase  manpower  resources  and  improve 
their  distribution  is  strengthened  substantially.20 

As  enacted,  the  Comprehensive  Health  Manpower  Training  Act  of 
1971,  P.L.  92-157,  authorized  a  program  of  capitation  grants  based 
upon  statutorily  determined  amounts  per  student  per  year  and  a  bonus 
for  enrollment  of  first-year  students  beyond  mandated  levels.  Schools 
of  medicine,  osteopathy,  and  dentistry  were  authorized  to  receive  $2,500 
for  each  first-  second-,  and  third-year  student;  $1,000  for  each 
enrollment  bonus  student;  $4,000  for  each  graduate  completing  studies 
in  more  than  three  years;  and  $6,000  for  each  student  completing 
studies  in  three  years  or  less. 

Schools  of  pharmacy,  optometry,  and  podiatry  were  authorized  to 
receive  $800  for  each  full-time  student  and  $320  for  each  enrollment 
bonus  student.  Schools  of  veterinary  medicine  were  authorized  to 
receive  $1,750  for  each  full-time  student  and  $700  for  each  enrollment 
bonus  student. 

Authorizations  of  appropriations  for  capitation  grants  were  specified 
separately  for  schools  of  medicine,  osteopathy,  and  dentistry  (MOD 
group),  on  the  one  hand,  and  veterinary  medicine,  optometry, 
pharmacy,  and  podiatry  (VOPP  group),  on  the  other.  For  the  MOD 
group,  there  were  authorized  appropriations  of  $200  million  for  fiscal 
year  1972;  $213  million  for  fiscal  year  1973;  and  $238  million  for  fiscal 
year  1974.  For  the  VOPP  group,  there  were  authorized  $34  million  for 
fiscal  year  1972;  $37  million  for  fiscal  year  1973;  and  $41  million  for 
fiscal  year  1974. 

In  order  to  receive  capitation  grants,  schools  were  required  to  expand 
enrollment,  maintain  levels  of  non-Federal  financial  support,  and 
submit  plans  assuring  that  they  would  conduct  at  least  three  of  nine 


18  U.S.   House  of  Representatives,   Committee  on   Interstate   and  Foreign   Commerce.  Comprehensive  Health 
Manpower  Training  Act  of  1971.     A  Report  on     H.R.  8629.     H.  RepL  No  992-258.  June  9.  1971,  p.  28. 

19  U.S.    Senate    Committee    on    Labor    and    Public    Welfare,    Health    Professions    Educational    Assistance 
Amendments  of  1971,  p.  5. 

20  Ibid,  p.  6. 
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specified  programs  considered  by  the  Congress  responsive  to  national 
needs.  These  ranged  from  projects  to  establish  cooperative  inter- 
disciplinary training  amon%  health  professions  schools  to  projects  to 
increase  enrollments  of  financially  or  educationally  disadvantaged 
students.  Separate  authority  was  provided  for  financial  distress  grants  to 
provide  emergency  financial  assistance  to  schools  experiencing  acute 
financial  difficulties  despite  capitation  grant  awards. 

The  Senate  Committee  in  its  report  noted  that  it  considered 
capitation  grant  assistance  as  an  "entitlement";  that  is,  assistance  not 
contingent  on  the  amounts  authorized  or  appropriated  by  Congress  or 
allocated  by  the  Executive  Branch. 

Only  as  an  "entitlement"  can  such  an  award  provide  the  requisite  stability  to 
educational  institutions  who  are  responsive  to  national  needs.  However,  this  is  not  to 
be  construed  as  conferring  a  legally  enforceable  right  to  receive  such  funds.21 

The  1971  enactment  included  other  programs  of  institutional  support 
for  health  professions  schools:  a  revision  and  extension  or  the 
construction  grant  program  and  special  project  grant  program;  start-up 
grants  for  new  schools  of  medicine,  dentistry  and  osteopathy;  and 
conversion  grants  to  two-year  schools  of  basic  medical  science  which 
desired  to  become  accredited,  degree-granting  schools  of  medicine. 

With  the  enactment  of  the  1971  legislation,  a  new  level  of  Federal 
commitment  to  health  professions  education  was  initiated.  From  an 
authorization  level  of  $30.1  million  in  fiscal  year  1964,  health  manpower 
training  programs  for  institutional  and  student  assistance  grew  to  an 
authorization  level  of  $1.1  billion  and  appropriations  of  $483  million  for 
fiscal  year  1974.  Authorizations  provided,  by  the  Comprehensive  Health 
Manpower  Training  Act  of  19/1  for  the  various  institutional  support 
programs  mentioned  above,  together  with  their  appropriations,  are 
indicated  in  Table  1. 

HEALTH  PROFESSIONS  EDUCATIONAL  ASSISTANCE  ACT  OF  1976 

By  1974,  increasing  levels  of  Federal  support  to  health  manpower 
training  programs,  especially  with  the  enactment  of  the  1971  legislation, 
began  to  reveal  substantial  increases  in  enrollments  at  health  professions 
schools.  Table  2,  which  compares  first  year  enrollment  in  all  health 
professions  schools  in  school  year  1963-64  and  1973-74,  demonstrates 
the  magnitude  of  this  increase. 

Furthermore,  the  financial  stability  which  capitation  grants  were 
intended  to  assure  health  professions  schools  also  became  evident  by 
1974.  The  Senate  Committee  noted  in  its  report: 

In  the  period  fiscal  year  1968-71,  375  health  professions  special  projects  (including 
over  200  to  schools  of  medicine  and  osteopathy  and  another  100  to  schools  of 
dentistry)  were  awarded  on  the  basis  of  relative  financial  need.  The  increase  in 
capitation  support  under  the  Comprehensive  Health  Manpower  Act  of  1971 
substantially  decreased  the  need  for  financial  distress  aid.  Under  the  1971  legislation's 
new  separate  financial  distress  grant  authority,  only  18  applicants  received  financial 
distress  grants  in  fiscal  year  1972,  18  in  fiscal  year  1973,  20  in  fiscal  year  1974,  and  14 
in  fiscal  year  1975.  The  grantees  included  a  total  of  11  schools  of  medicine  and 
osteopathy  and  8  dental  schools.22 


21  U.S.    Senate.    Committee    on    Labor    and    Public    Welfare,    Health    Professions    Educational    Assistance 
Amendments  of  1971,  p.  16. 

22  U.S.  Senate,   Committee  on   Labor  and  Public  Welfare,  Health  Professions  Educational   Assistance  Act  of 
1976,  A  Report  to  accompany  S.  3239,  Rept.  No.  94-887,  May  14,  1976,  p.  24. 
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TABLE  1 

AUTHORIZATIONS  AND  APPROPRIATIONS  FOR  INSTITUTIONAL  SUPPORT  PROGRAMS 
UNDER  THE  COMPREHENSIVE  HEALTH  MANPOWER  ACT  OF  1971 

Fiscal  Years  1972-1974  (in  millions  of  dollars)23 

Institutional  assistance  to 

health  professions  schools  1972  1973*  1974 

Capitation  (formula)  grants: 

Authorization:      234.0**  250.0**  279.0** 

Appropriation:     155.2  165.9  187.3 

Construction  grants: 

Authorization:      225.0  250.0  275.0 

Appropriation:     142.4  100.0  100.0 

Construction  loan  guarantees 

and  interest  subsidies 

Authorization:      8.0  16.0  24.0 

Appropriation: 0.8  1.0  1.0 

Financial  distress: 

Authorization:      20.0  15.0  10.0 

Appropriation:     20.0  15.0  15.0 

Special  projects: 

Authorization:      118.0  138.0  156.0 

Appropriation:     53.0  63.0  53.5 

Start-up  assistance: 

Authorization:      10.0  10.0  10.0 

Appropriation:     2.6  5.7  3.0 

Conversion  of  2-year  schools: 

Authorization:      **•  •*•  *** 

Appropriation:     4.7  6.0  3.0 

Health  manpower  education  initiative 

awards  (project  grants) 

Authorization:      45.0  90.0  135.0 

Appropriation:     20.0  42.0  46.5 

•  An  appropriation  was  not  enacted  in  fiscal  year  1973.  The  amounts  shown  in  the  table  for  this  year  art 
based  on  the  budget  approved  by  the  first  House  allowance. 
**  Sum  of  separate  authorizations  for  MOD  and  VOPP  schools. 
**•  Included  in  authorizations  for  MOD  and  VOPP  schools. 

TABLE  2 

NUMBER  OF  FIRST- YEAR  STUDENTS  IN  HEALTH  PROFESSIONAL  SCHOOLS 
FOR  ACADEMIC  YEARS  1963-64  AND  1973-7424 


Academic  year 

Medicine 

Osteopathic 
medicine 

Dentistry 

Optometry 

Pharmacy 

Podiatric 
medicine 

Veterinary 

medicine 

1963-64 
1973-74 

8.772 
14,034 

441 
808 

3,770 
5,445 

516 
1.003 

4,390 
8.400 

195 
477 

1,059 

1.620 

23  U.S.   Senate,   Committee  on   Labor  and   Public   Welfare,   Health   Professions  Education   Assistance  Act  of 
1976,  A  Report  to  accompany  S.  3239,  Rept.  No.  94-887,  May  14.  1976,  p.  20,  21. 

24  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce,  Health  Manpower  Act  of 
1975,  A  Report  to  accompany  H.R.  5546,  RepL  No.  94-266,  June  7,  1975.  p.  16. 
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However,  as  the  Congress  began  in  1974  to  consider  revision  and 
extension  of  health  manpower  training  programs,  the  need  to  increase 
the  aggregate  supply  of  health  personnel  no  longer  commanded  the 
concern  it  had  in  1971.  Rather,  problems  associated  with  the 
distribution  of  health  professionals— across  the  national  geographically, 
and  by  specialty — were  perceived  by  the  Congress  to  be  the  issues 
requiring  legislative  response.  The  Senate  Committewe  observed  in  its 
1974  report: 

For  the  past  thirty  years,  experts  have  outlined  the  health  manpower  problem  in 
aggregate  terms.  Reliable  data  were  not  available  on  which  to  base  an  accurate 
judgment  regarding  health  manpower  in  meaningful  terms  such  as  populations  served, 
demands  for  care,  and  the  availability  and  accessibility  of  health  care  services.  If  one 
focuses  on  health  care  shortages  in  terms  of  the  availability  of  health  care  to  various 
segments  of  the  populations,  then  the  reality  of  the  problems  become  readily  apparent 
and  can  be  summed  up  as  follows: 

Health  professionals  are  maldistributed  nationwide. 

We  have  too  few  primary-care  physicians  and  may  have  more  than  adequate 
numbers  in  some  specialties. 

As  a  nation,  we  are  increasingly  relying  on  the  graduates  of  foreign  medical  schools 
to  provide  our  nation's  health  care.  The  variable  and  differential  ways  in  which 
American  and  foreign  medical  graduates  are  licensed  has  resulted  in  a  dual  class  system 
of  health  care  in  the  Nation. 

Ihese  problems  were  evident  when  this  legislation  was  last  reviewed  in  1971.  At  that 
time  these  needs  were  overshadowed  by  what  was  felt  to  be  a  serious  overall  shortage 
of  health  professions.  For  example,  in  1971  experts  estimated  that  the  Nation  had  a 
shortage  of  50,000  physicians.  It  was  argued  that  increasing  the  overall  supply  of  health 
professions  would  alleviate  the  distributional  problems.*  *  * 

However,  while  the  overall  number  of  health  professions  is  increasing  dramatically, 
the  geographic  and  specialty  distribution  of  physicians  has  worsened.*  *  *** 

The  Committee,  in  addition,  noted  the  inadequacy  of  past  legislative 
measures  to  address  these  distributional  problems. 

Except  for  increasing  numbers  of  trained  health  professionals  and  offering 
educational  institutions  financial  stability,  past  legislative  efforts  to  resolve  many  of  the 
health  manpower  problems  facing  this  country  have  been  unsuccessful.  The  resolution 
of  specialty  maldistribution  has  been  left  to  our  educational  institutions  and  specialty 
societies,  but  these  bodies  have  not  been  given  the  tools  to  achieve  this  result.  The 
problem  of  achieving  a  more  reasonable  geographic  distribution  of  health  professionals 
has  been  attempted  by  providing  various  loan  forgiveness  or  repayment  features  to 
encourage  graduates  to  practice  in  a  shortage  area.  This  attempt  has  been  unsuccessful. 
Since  1965,  170,000  students  were  provided  loans  under  the  Health  Professions 
Educational  Assistance  Act  loan  program  which  contained  a  forgiveness  provision  to 
encourage  graduates  to  locate  in  medically  underserved  areas.  However,  since  1965  very 
few  graduates  have  participated  in  this  program.26 

A  shortage  of  health  professionals  no  longer  seemed  the  urgent 
problem  it  had  when  Congress  last  considered  revision  of  health 
manpower  training  programs  in  1971.  In  fact,  during  health  manpower 
hearings  before  the  House  Interstate  and  Foreign  Commerce 
Committee  and  the  Senate  Labor  and  Public  Welfare  Committee,  Dr. 
Charles  C.  Edwards,  Assistant  Secretary  for  Health,  DHEW,  estimated 
that  by  1980  the  nation's  supply  of  physicians  would  likely  be  adequate 
to  meet  projected  requirements: 

Projected  increases  in  physician  supply  are  even  more  significant  when  viewed  in 
connection  with  the  expected  population  growth.  Assuming  a  population  growth  rate  of 
slightly  greater  than  one  percent,  the  physican-populauon  ratio  will  increase 
substantially  from    158  per    100,000  in  1970    to  between    207  and  217  in    1985.  These 


25  U.S.  Senate,  Committee  on  Labor  and  Public  Welfare,  Health  Professions  Educational  Assistance  Act  of 
1971,  A  Report  to  accompany  S.  3585,  RepL  No.  93-1133,  p.  5L  52. 

26  Ibid.,  p.  53. 
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rates  would  place  the  U.S.  near  the  top  of  all  the  industrialized  nations  in  terms  of 
overall  physician  supply. 

We  have  also  considered  how  changes  in  insurance  coverage,  including  the 
Administrative's  CHIP  proposal,  and  provider  productivity  may  affect  manpower 
requirements.  Using  what  we  consider  to  be  a  reasonable  range  of  estimates  for 
demand  and  productivity  increases,  we  estimate  that  by  1980,  physician  requirements 
will  be  between  400,000  and  450.000.  This  compares  to  a  supply  projection  of  between 
435,000  and  450,000  for  1980.  This  supply  projection  assumed  that  the  1975  medical 
school  capacity  would  be  maintained.  Thus,  if  the  annual  rate  of  enrollment  increases 
of  the  past  five  years  of  over  6  percent  were  to  continue,  we  would  increase  the 
already  present  likelihood  of  a  surplus  of  health  professionals,  especially  physicians  and 
nurses.2' 

Dr.  Edwards  went  on  to  observe  that,  in  the  past,  Federal  policies 
regarding  the  specialty  and  geographic  distribution  of  health  professions 
relied  too  heavily  on  a  notion  that  an  increase  in  total  supply  would 
solve  these  distributional  problems. 

If  large  enough  numbers  of  health  professionals  are  produced,  it  was  reasoned, 
competitive  pressure  would  force  them  to  practice  in  non-metropolitan  areas  and  in  the 
medical  specialties  that  offer  lower  income  potentials,  longer  working  hours,  and/or 
relatively  lower  levels  of  prestige.  Experience  has  shown  this  reasoning  to  be 
incorrect*  *  * 

Policies  aimed  at  solving  the  problem  of  geographic  and  specialty  maldistribution 
which  concentrate  on  increasing  the  aggregate  supply  of  health  manpower  probably  will 
continue  to  be  extremely  expensive  and  largely  ineffective.28 

For  these  reasons,  the  Administration  proposed  revision  and 
extension  of  health  manpower  training  programs  which,  among  other 
things,  would  encourage  the  maintenance  of  existing  enrollment  levels 
of  critical  health  professional  schools;  target  Federal  support  on 
distribution,  both  specialty  and  geographic;  and  reduce  unnecessary  and 
inequitable  Federal  subsidies  for  health  professional  schools  and 
students.29 

On  the  issue  of  capitation  assistance,  the  Administration  stated  that 
such  support  was  probably  not  needed  to  maintain  enrollments,  given 
non-Federal  sources  of  support  and  the  ability  of  students  to  assume  an 
increasing  share  of  their  educational  expenses;  nor  was  it  a  particularly 
useful  tool  to  address  distributional  problems.  Special  project  erants 
would  provide  the  flexibility  to  achieve  changes  necessary  to  address 
major  manpower  problems  in  the  country.30 

Iherefore,  the  Administration  proposed  phasing  out  capitatation 
assistance.  Enrollments  at  health  professions  schools  would  not  have  to 
be  expanded  and  schools  had  not  experienced  financial  difficulties  as 
the  result  of  the  capitation  grant  authority  being  funded  at  levels  of 
about  65-70  percent  of  authorized  amounts.  In  addition,  the  high 
earnings  resulting  from  health  professions  education  allowed  students  to 
assume  a  larger  share  of  the  costs  of  this  education.  However,  capitation 
support  should  be  phased  out  in  order  to  avoid  financial  disruption, 
especially  at  those  schools  receiving  large  amounts  of  such  assistance.31 

Both  the  House  and  Senate  Committees  in  their  consideration  of 
revisions  to  health  manpower  training  programs  took  exception  to  the 
Administration's  assessments  of  the  continuing  need  for  capitation  grant 


27  U.S.  Senate,  Committee     on  Labor  and  Public  Welfare,  Health  Manpower,   1974,  Hearings  on  S.  3585, 
Pan  5,  June  25  &  26.  1974,  p.  2842,  2843. 

28  Ibid.,  p.  2844,  2845. 

29  Ibid.,  p.  2848. 

30  Ibid.,  p.  2850. 

31  Ibid.,  p.  2857,  2858. 
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assistance.  The  Senate  Committee  noted  in  its  1974  report  the 
effectiveness  and  continuing  need  for  such  grants  to  assure  the  financial 
stability  of  schools: 

The  committee  believes  this  program  has  the  best  chance  of  assuring  institutional 
financial  stability.  The  committee  cannot  support  the  Administrator's  proposal  which 
would  begin  now— only  three  years  after  its  initiation — to  phase  down  capitation 
support  for  some  schools  while  abandoning  it  altogether  for  other  schools.  The 
committee  believes  the  implementation  of  such  a  policy  would  very  shortly  produce 
essentially  the  same  set  of  circumstances  which  existed  prior  to  the  enactment  of 
P.L.  92-157,  in  which  the  schools  had  demonstrate  serious  financial  distress  in  order 
qualify  for  Federal  support32 

The  House  Committee  indicated  that  HEW  projections  of  health 
manpower  supply  were  overstated  and  that  the  country  would  continue 
to  experience  a  shortage  of  health  professionals,  especially  if  a 
Committee  proposal  were  enacted  which  would  restrict  the  entry  of 
foreign  medical  graduates  into  the  country. 

While  the  Committee  feels  that  greater  strides  have  been  made  in  increasing  the 
supply  of  manpower  and  that  greater  efforts  should  be  made  in  distributing  that 
supply,  both  geographically  and  by  specialty,  it  believes  that  this  country  will  continue 
to  experience  a  shortage  o'f  health  professionals  in  the  future.  Departmental  projections 
do  not  take  into  consideration  the  decline  in  numbers  of  foreign  medical  graduates 
who  will  be  admitted  to  practice  in  this  country  following  implementation  of  the 
residency  training  provisions  of  this  bill  (discussed  elsewhere  in  this  report),  nor  the 
significant  possibility  of  enactment  of  some  form  of  national  health  insurance  legislation 
with  small  out-of-pocket  payments.33 

Both  Committees,  however,  agreed  that  capitation  assistance  might  be 
targeted  to  address  problems  of  geographic  and  specialty 
maldistribution.  In  1974,  the  Senate  Committee  noted  a  need  to 
"refine"  Federal  support,34  and  in  1976  stated  that  "the  expansion  of 
the  medical  schools'  class  size  has  been  sufficient  to  provide  the  Nation 
an  adequate  number  of  physicians  if  they  are  properly  distributed  by 
geographic  area  and  by  specialty."35  The  Committee  therefore  sought  to 
redirect  the  schools'  efforts  toward  new.  goals,  "including  the  alleviation 
of  the  geographic  maldistribution  of  physicians  and  dentists." 

The  House  Committee  observed  that  Federal  support  for  health 
manpower  training  programs  had  always  been  tied  to  specific 
requirements  which  corresponded  to  perceived  national  needs: 

The  Committee  rejected  the  proposition  advanced  by  representatives  of  health 
professions  schools  that  every  school  should  be  entitled  to  a  basic  grant  with  bonuses 
for  increased  enrollment  or  projects  of  national  significance.  From  the  inception  of 
Federal  support  for  health  professions  schools,  such"  support  has  always  been  tied  to 
specific  requirements.  The  Committee  continues  to  believe  that  Federal  support  on 
such  a  substantial  level  should  only  be  extended  to  those  schools  which  agree  to  fulfill 
nationally  perceived  needs.  The  twin  problems  of  overall  shortages  and  geographic 
maldistribution  of  health  personnel,  discussed  elsewhere  in  this  report,  which  this 
Nation  faces  today  cannot  be  solved  by  providing  hundreds  of  millions  of  dollars  to 
health  professions  schools  without  exacting  some  measure  of  compliance  with  their 
oft-voiced  claim  to  being  national  resources. 


32  U.S.  Senate  Committee  on  Labor  and  Public  Welfare,   Health  Professions  Educational  Assistance  Act  of 

1974,  A  Report  to  accompany  S.  3585,  RepL  No.  93-1133.  September  3,  1974,  p.  214. 

33  U.S.  House  of  Representatives.  Committee  on  Interstate  and  Foreign  Commerce,  Health  Manpower  Act  of 

1975,  A  Report  to  accompany  H.R.  5546.  RepL  No.  94-266,  June  7,  1975,  p.  19. 

34  U.S.  Senate,  Health     Professions  Educational     Assistance  Act  of  1974,     A  Report  to  accompany  S.  3585, 
p.  54. 

35  U.S.  Senate,  Health     Professions  Educational     Assistance  Act  of  1976,     A  Report  to  accompany  S.  3239, 
p.  201. 
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The  Committee  does  not  feel  that  the  eligibility  requirements  proposed  in  this  bill 
are  onerous  ones.  Increased  enrollment  and  maintenance  of  non-federal  effort  have 
long  been  requirements  for  Federal  support  of  health  professions  schools  in  meeting 
the  need  for  more  manpower.  Alternative  requirements  that  medical,  osteopathic,  ana 
dental  schools  conduct  remote  site  training  programs  are  in  recognition  of  the  national 
need  to  find  solutions  to  the  geographic  maldistribution  within  these  professions.36 

The  House  Committee  proposed  to  continue  funding  for  capitation 
for  three  years.  It  indicated,  however,  that  a  token  reduction  in  such 
support  for  medical,  dental,  and  osteopathic  students  was  intended  to 
serve  notice  to  schools  that  capitation  assistance  in  perpetuity  should 
not  be  considered  a  foregone  conclusion  and  that  schools  should 
assume  more  responsibility  for  seeking  alternative  sources  of  funding 
for  their  core  medical  education  financial  support.37 

The  House  Committee  also  rejected  the  HEW  proposal  that 
capitation  support  be  phased  down  with  a  view  toward  ultimate 
elimination  so  that  students  would  be  forced  to  assume  a  greater 
portion  of  the  cost  of  their  education.  The  Committee  noted  that 
termination  of  capitation  support  would  result  in  prohibitively  high 
tuition  levels  for  many  students. 

While  the  Committee  agrees  with  the  contention  that  the  income  levels  of  health 
professionals,  for  the  most  part,  are  not  commensurate  with  the  tuition  and  fees  paid 
as  students  in  health  professions  schools,  it  does  not  feel  that  students  can  realistically 
be  expected  to  assume  the  current  Federal  contribution  to  their  educational  costs.  If 
capitation  support  were  terminated,  most  health  professional  students  could  expect  a 
doubling  in  their  tuition  payments  while  students  at  public  institutions  might  be  faced 
with  quadrupled  costs.  The  lack  of  availability  of  substantial  loan  and  scholarship 
assistance  to  all  students  might  compel  the  exclusion  of  qualified  applicants  unable  to 
pay  the  increased  tuition.38 

It  was  necessary  for  both  the  93rd  and  94th  Congresses  to  debate 
issues  surrounding  the  extension  of  institutional  support  as  well  as  other 
programs  of  Federal  assistance  for  health  manpower  training  before 
these  could  be  resolved  in  P.L.  94-484,  for  the  House  and  the  Senate 
had  adopted  distinctly  different  approaches  to  revisions  which  might 
address  geographic  and  specialty  distribution  problems.39 

For  example,  on  the  issue  of  tying  capitation  assistance  to  the 
problem  of  the  geographic  maldistribution  of  health  manpower,  the 
House-passed  bill,  H.R.  5546  (94th  Congress),  required  schools  to  enter 
into  agreements  with  each  student  to  repay,  after  graduation,  the 
amount  of  capitation  grants  paid  on  behalf  of  the  student  in  annual 
installments  equal  to  the  number  of  such  grants.  This  provision 
permitted  forgiveness  of  one  annual  installment  for  each  year  of  service 
in  the  National  Health  Service  Corps  or  Indian  Health  Service,  in 
private  practice  for  a  designated  medically  underserved  population,  or 
in  the  military  service.  Moreover,  this  bill  required  schools  of  medicine 
and  osteopathy  to  meet  one  of  two  additional  requirements:  (1)  to 
expand  first-  or  third-year  enrollments  by  a  specified  percentage  or 
number;  or  (2)  to  have  an  approved  plan  to  train,  for  at  least  six  weeks 
prior  to  graduation,  at  least  half  of  the  school's  students  in  ambulatory 
care  settings  in  areas  geographically  remote  from  the  main  teaching  site. 


36  U.S.  House  of  Representatives,.  Health  Manpower  Act  of  1975,  A  Report  to  accompany  H.R.  5546.  p.  19. 

37  Ibid.,  p.  20. 

38  ibid. 

39  The  differing  approaches  adopted  by  the  House  and  the  Senate  during  the  94th  Congress  for  targeted 
capitation  assistance  for  the  various  health  professions  schools  and  for  the  other  programs  of  institutional 
support  are  detailed  in  the  comparative  chart  contained  in  the  CRS  document  "Health  Professions  Educational 
Assistance  Act  of  1976." 
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Under  the  Senate-passed  bill,  S.  3239  (94th  Congress),  schools  of 
medicine  and  osteopathy  were  required  to  reserve  a  specified  number 
of  places  for  students  who  had  applied  for  National  Health  Service 
Corps  scholarships  and  had  agreed  in  writing  to  accept  such 
scholarships.  Such  scholarship  assistance  obligated  students  to  service  in 
a  health  manpower  shortage  area  upon  completion  of  training.  In 
addition,  schools  of  medicine  were  required  to  have  a  specified 
percentage  of  filled  residencies  in  family  practice,  general  internal 
medicine,  general  pediatrics  and  general  obstetrics  and  gynecology.  By 
this  latter  provision,  the  Senate  had  intended  to  address  the  problem  of 
specialty  maldistribution  in  the  medical  profession. 

In  the  end,  the  Congress  agreed  to  the  extension  of  several  programs 
of  institutional  support  for  health  professions  schools.  The  capitation 
grant  program  was  extended  and  expanded  to  include  schools  of  public 
health.  Grants  per  student  were  specified  for  each  of  the  health 
professions  schools  as  follows:  For  schools  of  medicine,  osteopathy  and 
dentistry,  $2,000  for  fiscal  year  1978  for  each  full-time  student  enrolled, 
$2,050  for  fiscal  year  1979,  and  $2,100  for  fiscal  year  1980.  For  schools 
of  public  health,  $1,400  for  each  of  the  fiscal  years  1978-80  for  each 
full-time  student  and  full-time  student  equivalent  For  schools  of 
veterinary  medicine,  $1,450  for  each  of  the  fiscal  years  1978-80  for  each 
full-time  student.  For  schools  of  optometry,  $765  for  each  of  the  fiscal 
years  1978-80.  For  schools  of  pharmacy,  $695  for  each  of  the  fiscal 
years  1978-80.  For  schools  of  podiatry,  $965  for  each  of  the  fiscal  years 
1978-80. 

In  order  to  be  eligible  for  capitation  grants,  schools  were  required  by 
this  enactment  (1)  to  maintain  first-year  enrollments  of  fulltime 
students  at  levels  equal  to  the  preceding  year;  and  (2)  to  maintain 
expenditures  of  non-Federal  funds  at  the  preceding  year's  level. 
Additional  requirements  were  specified  for  each  of  the  health 
professions  schools.  Medical  schools,  for  example,  were  required  to 
have  a  specified  percentage  of  filled  first-year  residency  positions  in 
primary-care  programs.  In  addition,  they  were  required  to  increase 
third-year  enrollments  to  accommodate  students  who  were  U.S.  citizens 
and  who  were  enrolled  in  foreign  medical  schools.  Of  those 
House-passed  and  Senate-passed  provisions  which  were  intended  to 
address  problems  of  the  geographic  and  specialty  maldistribution  of 
physician  manpower,  the  amended  residency  requirement  was  the  only 
provision  to  emerge  in  the  enacted  legislation. 

Other  institutional  support  programs  were  extended  and  revised. 
These  include  the  construction  grant  program,  expanded  to  include 
grants  for  the  construction  of  ambulatory,  primary  care  teaching 
facilities  for  the  training  of  physicians  and  dentists;  start-up  grants  for 
new  health  professions  schools;  financial  distress  grants  and  special 
projects. 


II.  Issues  in  Capitation  Assistance 

The  second  part  of  this  paper  examines  data  on  capitation  grants  to 
health  professions  schools  as  well  as  other  data  on  the  changing  sources 
of  financial  support  for  education  in  one  of  the  health 
professions — schools  of  medicine. 

Table  3  below  presents  data  on  capitation  grant  assistance  since  1972. 
Participating  enrollments  at  each  of  the  health  professions  schools  are 
also  indicated.  This  table  shows,  among  other  things,  steadily  increasing 
enrollments  at  each  of  the  health  professions  schools.  At  schools  of 
medicine,  for  example,  participating  enrollments  increased  by  43 
percent  between  1972  and  1979.  Table  3  also  shows  a  peaking  of 
capitation  grant  assistance  in  1974,  with  decreasing  obligations  and 
decreasing  grants  per  student  being  awarded  to  each  of  the  professional 
schools  since  then. 

Table  4  presents  similar  data  for  schools  of  medicine,  but  in  addition, 
indicates  capitation  grants  per  student  in  1972  dollars  Between  1972  and 
1979,  capitation  grants  per  medical  student  decreased  by  almost  50 
percent  in  current  dollars,  and  by  nearly  70  percent  in  terms  of  1972 
dollars. 

In  view  of  this  data,  questions  might  be  raised  with  regard  to  the 
continuing  contribution  of  capitation  grants  to  medical  education,  as 
well  as  other  health  professions  education.  In  1975-76,  Federal 
capitation  grants  amounted  to  only  3  percent  of  medical  schools'  total 
revenues.40  At  this  level,  one  could  ask  to  what  extent  is  such  assistance 
required  for  enrollment  objectives  or  for  the  financial  viability  of 
institutions?  The  Department  of  Health,  Education,  and  Welfare 
indicates  that  in  fiscal  year  1978,  financial  distress  grants  amounting  to 
$5  million  were  awarded  to  six  health  professions  schools  with  one 
institution  (Meharry  Medical  College)  receiving  about  80  percent  of  the 
total.41  Applications  for  financial  distress  grants  were  received  from  14 
schools.  At  these  levels,  and  with  relatively  few  applications  and  awards 
for  financial  distress  grants,  do  capitation  grants  serve  purposes  other 
than  those  intended  by  Congress,  that  is,  are  they  used  for  purposes 
other  than  general  operating  support?  Does  capitation  support  at 
current  levels  constitute  nothing  more  than  special  project  assistance? 


40  Donald   R.   Perry   and    David    R.   Challoncr,   "A    Rationale   for   Continued   Federal    Support   of  Medical 
Education,"     The  New  England  Journal  of  Medicine,  January  11,  1979,  p.67 

41  Manpower:    A     Change    In    Course,    Annual    Report    Fiscal    1978,    Bureau    of    Health    Manpower,    U.S. 
Department  of  Health,  Education,  and  Welfare,  DHEW  Publication.  No.  (HRA)  79-41,  p.  23. 
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TABLE  4 

CAPITATION  AWARDS- 

-U.S.  MEDICAL  SCHOOLS43 

Total  award 

Current  $ 

Fiscal  vear 

MOD  schools 

Medical  schools 

1972$ 

(millions) 

1972 

$130.0 

$90.2 

$2,065 

$2,065 

1973 

138.5 

95.9 

2,015 

1,900 

1974 

152.5 

105.6 

2,075 

1,790 

1975 

122.4 

85.5 

1,585 

1.250 

1976 

82.9 

57.5 

1,030 

770 

1977 

101.1 

70.0 

1,210 

850 

1978 

120.1 

85.3 

1,370 

900 

1979* 

96.1 

66.5 

1,070 

650 

•  Represents  awards  at  the  rescinded  amounts;  actual  appropriation  for  1979— MOD  $120  million,  schooli  of 
medicine  $86.3  million,  per  medical  student  $1,325. 

Decreasing  capitation  assistance  raises  other  questions  with  regard  to 
changing  sources  of  financial  support  for  medical  schools  and  other 
health  professions  schools.  That  is,  if  Federal  support  is  decreasing,  to 
what  extent  are  other  sources  of  financial  assistance  available  for 
schools  to  draw  on  for  the  support  of  educational  objectives?  As  noted 
above,  the  House  Committee  in  its  1975  Report  on  the  Health 
Manpower  Act  of  1975  recommended  to  schools  of  medicine, 
osteopathy,  and  dentistry  that  they  assume  more  responsibility  for 
seeking  alternative  sources  of  funding  for  their  core  medical  education 
financial  support.  To  what  extent  have  health  professions  schools 
succeeded  in  doing  so?  Is  the  funding  available  to  schools  adequate  to 
assure  their  financial  solvency? 

Table  5  provides  information  on  sources  of  revenue  for  U.S.  medical 
schools.  Table  5  indicates  that  Federal  dollars  (bom  research  and  direct 
operational  support)  amounted  to  about  55  percent  of  total  revenues  to 
medical  schools  in  1965-66,  and  37  percent  in  1975-76.  Funds  from 
State  and  local  governments  increased  from  16  to  27  percent  of  total 
revenues  during  this  period,  with  about  90  percent  of  these  funds  going 
to  State  public  medical  schools  as  general  operating  support.44 

Tables  6  and  7  detail,  by  State,  State  funds  awarded  to  public  and 
private  medical  schools  for  educational  and  general  purposes  and  fiscal 
years  1973  and  1976.  During  this  period,  aggregate  State  funds  for 
medical  schools  increased  by  approximately  77  percent  and  the  mean 
grant  per  student  increased  by  nearly  70  percent.  To  what  extent  is 
Federal  capitation  assistance  required  under  such  circumstances?  As 
these  tables  indicate,  funds  made  available  by  the  States  for  medical 
education  vary  greatly  in  the  aggregate  and  on  a  per  student  basis.  Does 
Federal  capitation  assistance  play  a  more  important  role  for  private 
medical  schools  than  for  public  schools?  To  what  extent  might  private 
medical  schools  have  special  needs?  Can  levels  of  Federal  capitation 
support  be  tied  to  State  contributions  for  health  professions  education? 


43  Unpublished  data  furnished  by  the  Association  of  American  Medical  College*, 

44  Perry  and  Challoner,  p.  67. 
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TABLE  5 


SUMMARY  OF  FINANCIAL  SUPPORT  FOR  U.S.  MEDICAL  SCHOOLS 
1960-61  to  1975-76 

(dollars  in  millions)45 


1960-61 

1965-66 

1970-71 

1975-76 

Number  of  schools 

87 

87 

95 

113 

Number  of  schools  reporting 

87 

87 

92 

109 

Revenues 

Amount 

Percen; 

Amount 

Percent 

Amount 

Percent 

Amount   Percer 

Total 

436. 

100 

882 

100 

1.713 

100 

3.272         10Q 

Federal  government 

181 

42 

481 

55 

779 

45 

1,206           37 

State/local  government 

81 

19 

143 

16 

385 

23 

937           27 

Non -government* 

118 

27 

156 

18 

312 

18 

507           15 

Medical  school/ 

55 

13 

102 

12 

237 

14 

622           19 

university  activities** 

*  Includes  endowment  income,  gifts,  and  revenue  from  miscellaneous  sources. 

••  Includes   revenue   from   medical   service   plans,   tuition   and   fees,   general   university   funds   supporting  the 
medical  school,  and  income  from  college  services. 


45  Medical  Education:   Institutions.    Characteristics  and  Programs,  Association   of  American   Medical   Colleges, 
June  1977,  p.  37. 
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TABLE  6 

STATE  FUNDS  FOR  PUBLIC  AND  PRIVATE  MEDICAL  SCHOOLS  FOR  EDUCATIONAL 

AND  GENERAL  PURPOSE  PROGRAMS* 

(Fiscal  1973)46 


State 


Public  medical  schools 


Total 

Per  FTE" 

Private  Medical 

(thousands  of  dollars) 

student 

schools 

(dollars) 

(thousands  of  dollars) 

8.462 

7,610 

6.988 

13.311 

2,785 

3,675 

41,615 

5.700 

4.561 

3,379 

4.945 

11,164 

19.124 

9.875 

*•?£ 

8.411 

9.243 

195 

18.402 

9.147 

3,617 

7.886 

3,244 

6.628 

4,271 

9.181 

5.761 

7.820 

6.062 

4.781 

4.087 

800 

3,436 

18.086 

28,311 

5.034 

4,441 

1.298 

288 

4.211 

5.956 

6.426 

4.814 

4,077 

3,925 

47 

395 

149 

14,256 

11.315 

2,400 

5.206 

25,377 

4.593 

9.957 

8.613 

6.282 

683 

16.160 

3.477 

2,250 

3.829 

2.879 

5.432 

5.030 

11.979 

3.799 

8,497 

2,764 

2,697 

— 

200 

8,870 

8.541 

908 

4.782 

3.983 

2,430 

36.998 

12,470 

4,583 

2.564 

2,619 

2,170 

2,830 

9,729 

4.653 

7,727 

3,034 

3,618 

4,675 

4.798 

3.045 

1.876 

364.623 

5.760 
3,643 

36,092 

Alabama 

Arizona 

Arkansas 

California 

Colorado 

Connecticut 

Florida 

Georgia 

Illinois 

Indiana 

Iowa 

Kentucky 

Louisiana 

Maryland 

Massachusetts 

Michigan 

Minnesota 

Mississippi 

Missouri 

Nebraska 

Nevada 

New  Hampshire 

New  Jersey 

New  Mexico 

New  York 

North  Carolina 

Ohio 

Oklahoma 

Oregon 

Pennsylvania 

Puerto  Rico 

Rhode  Island 

South  Carolina 

South  Dakota 

Tennessee 

Texas 

Utah 

Vermont 

Virginia 

Washington 

West  Virginia 

Wisconsin 

Total 
Mean 
S.D. 

*  The  data  relate  to  funds  provided  directly  by  the  state  to  medical  schools  located  within  the  state  and,  in 
the  case  of  Pennsylvania,  to  state-related  medical  schools.  They  exclude  funds  provided  to  medical  schools 
through  regional  compacts.  Data  are  not  available  for  state  support  provided  to  medical  schools  in  Hawaii, 
Kansas,  and  North  Dakota.  The  fiscal  1973  slate  supp[ort  data  are  derived  from  the  1973  Annual  Medical 
School  Questionnaire  of  the  Liaison  Committee  on  Medical  Education,  supplemented  or  amended  by 
information  provided  directly  by  the  medical  school.  Funds  per  resident  of  the  state  are  based  on  1972 
population  data  taken  from  the  Statistical  Abstract  of  the  United  States,  1973.  94th  Annual  Edition,  page  13. 
Personal  income  data  are  preliminary  1973  figures  from  the  Survey  of  Current  Business,  April  1974,  Vol.  54, 
No.  4,  page  17,  FTE  student  data  are  taken  from  the  Journal  of  the  American  Medical  Association,  Vol.  226, 
No.  8,  November  19,  1973,  pages  1000-1001.  Population  and  present  income  data  for  Puerto  Rico  were 
obtained  from  the  Washington,  D.C.,  office  of  the  Government  of  Puerto  Rico. 

**  FTE  students  include  all  full-time  medical  students,  master's  and  Ph.D.  candidates,  interns,  residents, 
postdoctoral  students,  fellows,  and  a  calculated  full-time  student  equivalent  for  all  other  students  educated  by 
the  medical  school. 


46  "State  Roles  in  Financing  Medical  Education,"  Journal  of  Medical  Education,  Vol.  49,  No.  12,  December 
1974,  p.  1194. 
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TABLE  7 

STATE  FUNDS  FOR  PUBLIC  AND  PRIVATE  MEDICAL  SCHOOLS  FOR  EDUCATIONAL  AND 

GENERAL  PURPOSE  PROGRAMS0 

(Fiscal  1976)47 


Public  medical  schools 

State 

Total* 

Per  student 

Private  schools 

(thousands  of  dollars) 

(dollars) 

total 
(thousands  of  dollars) 

Alabama 

22,579 

16,314 

Arizona 

8.672 

13.424 

Arkansas 

5,417 

6.679 

California 

63,497 

8.732 

Colorado 

6,632 

5.113 

Connecticut 

8,706 

14.731 

Florida 

15,249 

12,278 
15.452 
7,988 

4.144 

Georgia 
Hawaii 

11,342 
4,577 

Illinoli 

41,980 

17.781 

5,880 

Indiana 

12,648 

6.785 

Iowa 

6.236 

4.328 

Kansas 

15.799 

14,376 

Kentucky 

15.006 

8.055 

Louisiana 

13.206 

9.892 

605 

Maryland 

6.856 

5.502 

211 

Massachusetts 

7.719 

16.251 

Michigan 

38.959 

9.167 

Minnesota 

14,135 

5.989 

1,304 

Mississippi 
Missoun 

8.825 

9.894 

10.209 

8.341 

Nebraska 

8,223 

9.697 

Nevada 

1.159 

8.522 

New  Hampshire 

75 

New  Jersey 

21,118 

11.191 

New  Mexico 

4.026 

7,525 

New  York 

48.427 

12,229 

14,742 

North  Carolina 

13.940 

11.884 

1.917 

North  Dakota 

3,596 

13,124 

Ohio 

23,024 

7,659 

3.939 

Oklahoma 

6.544 

5,864 

Oregon 

10,904 

11.418 

Pennsylvania 

25.026" 

Puerto  Rico 

2,846 

3.775 

Rhode  Island 

700 

South  Carolina 

12,868 

11.871 

South  Dakota 

1,999 

9.474 

Tennessee 

7,389 

5.229 

200 

Texas 

89.252 

20.443 

9.764 

Utah 

3.740 

4,255 

Vermont 

2.851 

5.109 

Virginia 

17,167 

7.262 

410 

Washington 

10.032 

6.489 

West  Virginia 

8.655 

12,525 

Wisconsin 

9.461 

6.584 

2.503 

Total 

645.470 

409,201 

71,420 

Mean 

15,368 

9.473 

Median 

9,746 

8,950 

•  Amounts  provided  by  State  legislatures  to  schools  located   within  the  state  less  tuition  or  other  Income 
flows  to  the  medical  school  which  revert  to  the  State  government 

One  other  source  of  revenues  for  medical  schools  is  service-plan 
income  generated  from  the  practice  of  clinical  faculty  at  medical 
schools.  Table  8  details  the  increase  which  has  occurred  in  service-plan 
income.  At  this  time,  detailed  information  is  not  available  on  the 
amounts  of  income  generated  for  medical  schools  from  various 
third-party  payers  as  the  result  of  the  practice  of  clinical  faculty.  In 
1965-66,  medical  service-plan  income  accounted  for  3  percent  of 
reported  total  revenues  of  medical  schools.  By  1975-76,  this  income  had 
increased  to  12  percent  of  total  revenues.  Perry  and  Challoner  in  their 


47  "State  Roles  in  Financing  Medical  Education,"  Journal  of  Medical  Education,  Vol.  52,  No.  7,  July  1977, 
p.  608. 
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New  England  Journal  of  Medicine  article,  "A  Rationale  for  Continued 
Federal  Support  of  Medical  Education/'note  that  12  percent  of  total 
revenues  is  probably  an  underestimate  of  practice  income  because  of 
imperfections  in  many  schools'  methods  of  accounting  for  faculty 
clinical  activities.48  To  what  extent  is  such  income  likely  to  increase  as  a 
source  of  revenues  for  medical  schools?  Should  schools  become 
dependent  upon  this  source  of  revenue  for  the  financing  of  medical 
education?  Do  service-practice  plans  enhance  the  quality  of  education 
at  medical  schools?  Do  they  interfere  with  the  teaching  responsibilities 
of  the  faculty?  To  what  extent  can  other  health  professions  schools 
count  on  income  from  service-plan  to  finance  educational  activities? 

Table  8  also  provides  information  on  the  relative  contribution  of 
tuition  to  medical  schools  revenues.  The  table  indicates  that  the  relative 
contribution  of  this  source  of  funds  for  medical  school  revenues  has 
remained  essentially  unchanged  between  1965-66  and 
1975-76— between  4  and  5  percent.  Table  9  details  the  increases  in 
tuitions  charged  students  by  medical  schools.  This  increase  is 
particularly  dramatic  for  private  medical  schools.  Between  1975-76  and 
1978-79,  average  tuition  at  private  medical  schools  increased  by  62 
percent.  For  non-residents  at  public  medical  schools,  average  tuition 
increased  by  45  percent  during  this  period.  For  residents  at  public 
medical  schools,  this  increase  amounted  to  43  percent.  To  what  extent 
do  such  increases  entail  a  burden  for  students:  Is  there  a  relationship 
between  declining  Federal  capitation  support  and  tuition  increases?  To 
what  extent  can  the  costs  of  health  professions  education  justify 
continued  Federal  capitation  support? 


48  Perry  and  Challoner,  p.  67. 
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TABLE  8 


REVENUES  FOR  THE  GENERAL  OPERATIONAL  PROGRAMS 

OF  U.S.  MEDICAL  SCHOOLS 

(1960-61  to  1975-76) 

(dollars  in  millions)45 


1960-61 


1965-66 


1970-71 


1975-76 


Number  of  schools 
Number  of  schools  reporting 

87 
87 

87 
87 

95 
92 

113 
109 

- 

Amount 

Percent 

Amount 

Percent 

Amount 

Percent 

Amount    Percent 

Total  source  of  expended 
revenues 

436 

100.0 

882 

100.0 

1713 

100.0 

3273 

100.0 

Sponsored  program 
revenues 

222 

505 

514 

583 

933 

543 

1534 

465 

General  operating 
revenues 

214 

49.1 

368 

41.7 

780 

45.5 

1739 

533 

State  and  local  government 

69 

15.8 

120 

13.5 

285 

16.6 

712 

213 

Appropriations 

60 

13.7 

112 

12.7 

263 

153 

627 

193 

Subsaidies 

9 

11 

8 

5 

23 

13 

85 

2j6 

Medical  service  plans 

13 

3j0 

25 

25 

115 

6.7 

383 

11.7 

Recovery  of  indirect  cost* 

19 

43 

59 

6.7 

101 

55 

216 

6.6 

Federal  government 

17 

35 

54 

6.1 

89 

5.2 

197 

6j0 

State  and  local  government 

1 

3 

2 

2 

5 

3 

7 

3 

Non -government 

1 

1 

3 

3 

6 

.4 

12 

.4 

Tuition  and  fees 

28 

6i 

41 

4.6 

63 

3.7 

146 

4.4 

Unrestricted  endowment 
income 

17 

35 

26 

3/) 

36 

2.1 

50 

13 

Unrestricted  gifts 

11 

2.5 

14 

1.6 

20 

13 

29 

5 

Income  from  college 

services 

8 

U 

31 

3.5 

24 

1.4 

62 

15 

General  university  funds 

6 

U 

22 

23 

34 

2D 

32 

IjO 

Miscellaneous  sources 

45 

102 

30 

3.4 

100 

53 

107 

33 

Revenues  are  restricted  to  expenditures  for  a  specific 
Revenues  are  approximately  equal  to  expenditures. 

program. 

49  Medical  Education:  Institutions,    Characteristics  and  Programs,  Association  of  Medical  Colleges,  June  1977, 
p.  39. 
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TABLE  9 


TUITION  FOR  THE  ENTERING  CLASS: 

PUBLIC  AND  PRIVATE  MEDICAL  SCHOOLS 

1960-61-1978 

-7950 

Public  Medical  Schools 

Range 

Median 

Average 

Residents 

1978-79 

$180-4,000 

$1,370 

$1,634 

1977-78 

267-4,000 

1,319 

1.445 

1976-77 

267-3,000 

1,200 

1,274 

1975-76 

300-2,300 

n/a 

1,139 

1970-71 

20O-1.000 

683 

n/a 

1965-66 

175-  900 

600 

n/a 

1960-61 

n/a 

498 

n/a 

Nonresidents 

1978-79 

$600-14,400 

$3,300 

$3,576 

1977-78 

800-14,200 

2,840 

3,093 

1976-77 

800-  7,000 

2,246 

2,715 

1975-76 

567-  7,000 

n/a 

2,470 

1970-71 

200-  2,140 

1,300 

n/a 

1965-66 

500-  1,550 

1,000 

n/a 

1960-61 

n/a 

830 
Private  Medical  Schools 

n/a 

1978-79 

$2,400-12,500 

$5,685 

$6,114 

1977-78 

1,850-12,500 

5,000 

5,334 

1976-77 

1,850-  7,000 

4,500 

4,619 

1975-76 

1,850-  5,000 

n/a 

3,767 

1970-71 

1,069-  2,620 

2,000 

n/a 

1965-66 

861-  2,000 

1,440 

n/a 

1960-61 

n/a 

1,050 

n/a 

As  discussed  in  Part  I  of  this  paper,  Congress  originally  authorized 
for  health  professions  schools  institutional  support  for  two  primary 
purposes:  to  increase  enrollments  at  schools  in  order  to  eliminate 
national  shortages  of  health  manpower  and  to  assure  the  financial 
stability  of  the  various  health  professions  schools.  During  the  latest 
revision  of  health  manpower  training  authorities  considered  between 
1974  and  1976,  however,  the  Congress  revealed  less  concern  with 
shortages  of  health  manpower  personnel  than  with  problems  associated 
with  the  distribution  of  these  professionals.  At  the  1974  hearings,  the 
Administration  testified  that  the  supply  of  physicians  would  likely  be 
adequate  to  meet  projected  requirements  by  1980.  In  August  1978,  the 
Department  of  Health,  Education,  and  Welfare  issued  A  Report  to  the 
President  and  Congress  on  the  Status  of  Health  Professions  Personnel  in 
the  United  States  which  reiterated  this  point  of  view: 

Although  of  critical  importance,  future  requirements  for  health  professionals  are  not 
known  with  any  degree  of  certainty.  No  current  method  of  projecting  future 
requirements  is  entirely  satisfactory-  and  different  analytical  approaches  often  provide 
contradictory'  information.  The  causes  of  changes  in  the  demand  for  health  care  are  not 
fully  understood  in  many  health  care  sectors.  Perhaps  the  only  statement  about  future 
requirements  that  can  be  made  with  any  confidence  is  that  by  1990  the  tremendous 
increases  in  supply  of  health  manpower  should  bring  requirements  and  supply  for  most 
health  professions    into  closer  balance  than    at  any    time    in  the  Nation's  history.    No 


50  Unpublished  data  provided  by  the  Association  of  American  Medical  College!. 
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severe  shortages  are  foreseen  in  any  health  manpower  category  in  1990.  In  a  few 
categories  the  projected  supply  may  somewhat  exceed  projected  requirements,  so  that 
an  opportunity  may  exist  to  ameliorate  or  eliminate  some  problems,  including  that  of 
uneven  geographic  distribution.  The  limited  preliminary  estimates  of  future 
requirements  presented  in  this  report  can  provide  some  insights  into  what  the  future 
may  hold.51 

This  excerpt  raises  a  number  of  questions.  To  what  extent  can 
projections  or  supply  requirements  for  health  manpower  be  relied  upon 
for  accuracy?  DHEW  projections  appear  to  be  the  only  data  available 
on  the  subject.  If  indeed  supplies  or  various  health  professionals  will  be 
adequate  in  the  future,  should  capitation  assistance  remain  linked  to 
enrollment  requirements?  Can  schools  continue  to  sustain  and  support 
enrollments  (at  levels  they  might  not  otherwise  have  reached  without 
Federal  incentives)  without  continued  capitation  assistance?  Can 
Congress  justify  continued  support  on  the  basis  of  the  "national 
resource"  arguments  articulated  in  the  past?  Has  the  capitation  grant 
program  been  an  effective  tool  by  which  to  achieve  other  manpower 
objectives,  for  example,  alleviating  distributional  problems?  What 
impact  would  termination  of  capitation  assistance  have  on  health 
professions  schools? 


51  A  Report  to  the  President  and  Congress  on  the  Status  of  Health  Professions  Personnel  In  the  United 
States,  U.S.  Department  of  Health,  Education,  and  Welfare.  Public  Health  Service,  Bureau  of  Health  Manpower, 
DHEW  Publication,  No.  (HRA)  78-93.  August  1978,  p.  1,2,3. 


FEDERAL  AID  TO  HEALTH  PROFESSIONS  STUDENTS 
I.  Introduction 

With  the  enactment  of  P.L.  88-129,  in  1963,52  the  Federal 
Government  began  to  provide  direct  financial  assistance  to  schools  and 
students  of  the  health  professions.53  Since  that  time,  Federal  health 
manpower  student  assistance  programs  have  been  used  to  further 
perceived  national  goals  for  health  manpower.54  Consequently,  other, 
more  traditional,  objectives  of  student  assistance  programs,  such  as  that 
of  meeting  specific  student  financial  needs,  have  been  overshadowed. 
Over  the  past  16  years,  the  direction  of  Federal  health  manpower  policy 
has  shifted  from  its  original  emphasis  on  increasing,  in  the  aggregate, 
the  national  supply  of  health  manpower  towards  improving  the 
geographic  and  specialty  distribution  of  practicing  health  professionals. 
Federal  student  assistance  programs  for  the  health  professions  have 
accordingly  been  affected  by  that  change.  This  report  will  briefly  trace 
changes  in  legislative  policy  direction  as  well  as  describe  current  student 
assistance  programs  and  issues  confronting  these  programs. 


52  P.L.  88-129,  Health  Professions  Educational  Assistance  Art  of  1963. 

53  As   used   in   this   report,   the   term    health    professions   means   medicine,   osteopathy,   dentistry,   optometry, 
pharmacy,  podiatry,  veterinary  medicine,  and  public  health. 

54  Michael    Koleda   and   John   Craig,   A   New   Era   in    Medical   School    Finance,    1976-80.   National   Planning 
Association-Looking  Ahead  and  Projection  Highlights,  Vol.  11,  September  1976,  p.  1. 
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II.  Historical  Background 

A.  HEALTH  PROFESSIONS  STUDENT  LOAN  PROGRAMS 

The  1963  Health  Professions  Educational  Assistance  Act  marked  the 
first  time  the  Federal  Government  accepted  a  significant  role  in 
underwriting  the  development  of  an  adequate  supply  of  health 
manpower  tor  this  country.  Prior  to  that  time,  the  Government's  role  in 
health  manpower  programs  had  been  limited  to  indirect  support  for 
public  health  programs  and  biomedical  research.  The  purpose  of  the 
1963  legislation  was  summed  up  by  the  House  Committee  report  which 
stated  that  the  Act: 

*  *  *  proposed  a  three-year  program  designed  to  alleviate  critical  shortages  of 
professional  health  personnel  which  already  have  begun  to  affect  the  level  of  quality  of 
health  care  in  this  Nation.  Those  shortages  threaten  to  become  worse  during  the  next 
decade  unless  immediate  steps  are  taken  to  increase  the  supply  of  professional  health 
personnel.55 

Although  health  manpower  legislation  did  not  specify  program 
objectives  for  student  assistance  efforts  in  the  1960's  and  early  1970's, 
Committee  reports  and  hearings  indicated  that  the  authorization  of 
Federal  loan  and  scholarship  programs  was  part  of  the  overall 
Congressional  effort  to  cure  what  was  then  felt  to  be  a  critical 
nationwide  shortage  of  health  professionals.56  A  substantial  body  of 
testimony  on  the  1963  legislation  underlined  the  need  for  some  measure 
of  financial  assistance  to  medical  and  dental  students  if  the  necessary 
increase  in  qualified  applicants  to  health  professions  schools  was  to  be 
realized.57 

In  response  to  these  concerns,  the  1963  legislation  provided  for  health 
professions  loans  for  financially  needy  students  in  medicine,  osteopathy, 
and  dentistry  to  encourage  applicants  and  insure  that  qualified 
low-income  persons  would  not  be  excluded  from  attending  such 
schools.  The  loan  program  was  extended  by  P.L.  88-654  in  196458  to 
add  optometry  students,  by  P.L.  89-290  in  196559  to  include  pharmacy 
and  podiatry  students,  and  by  P.L.  89-709  in  196660  to  cover  veterinary 
medicine  students. 

P.L.  89-290  also  authorized  a  loan  forgiveness  program  for  students 
of  medicine,  dentistry,  optometry,  and  osteopathy  receiving  student 
loans  who  agreed  to  practice  in  health  manpower  shortage  areas  as  des- 
ignated by  the  Department  of  Health,  Education,  and  Welfare  (HEW). 


55  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce.  Health  Professions 
Educational  Assistance;  Report  to  Accompany  H.R.  12.  Washington,  U.S.  Govt  Print  Off.,  1963.  (88th 
Congress,  1st  session.  H.  Rept  No.  109),  p.  3. 

56  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce  Subcommittee  on  Public 
Health  and  the  Environment  Health  Manpower  and  Nurse  Training,  1974.  Hearings,  93rd  Congress,  2nd 
session.  May  20,  21,  22,  23,  28,  29,  30.  and  June  27,  1974.  Washington,  U.S.  Govt  Print  Off,  1974, 
p.  1209. 

57  U.S.  House  of  Representatives,  Committee  on  Interstate  and  Foreign  Commerce.  Health  Professions 
Educational  Assistance,  1963,  p.  15. 

58  PL.  88-654,  Amendments  to  the  Public  Health  Service  Act 

59  P.L.  89-290.  Health  Professions  Educational  Assistance  Amendments  of  1965. 

60  PL.  89-709,  Veterinary  Medical  Education  Art  of  1966. 
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This  loan  forgiveness  program  was  later  expanded  by  P.L.  92-157  in 
197161  to  include  students  of  veterinary  medicine,  pharmacy,  and 
podiatry.  That  legislation  also  aided  health  professions  students  who 
were  in  exceptionally  needy  circumstances  and  from  low-income  or 
disadvantaged  families.  Full  forgiveness  for  any  educational  loan  was 
extended  to  these  students  if  they  had  not  resumed  their  studies  or 
could  not  be  expected  to  return  to  school  within  two  years  after  they 
ended  their  studies. 

Legislation  enacted  in  1972,  P.L.  92-585,62  amended  the  Emergency 
Health  Personnel  Act  of  1970  to  specifically  provide  a  continuing  source 
of  personnel,  in  the  form  of  National  Health  Service  Corps  (NHSC) 
members,  who  would  be  required  to  practice  in  health  manpower 
shortage  areas  upon  graduation  in  return  for  receiving  financial 
assistance.  In  addition,  another  provision  of  the  1972  Act  permitted 
individuals,  as  a  condition  for  receiving  loan  forgiveness  payments,  to 
enter  into  agreements  with  the  Secetary  of  HEW  to  practice  in  such 
areas  as  members  of  the  Corps. 

B.  HEALTH  PROFESSIONS  SCHOLARSHIPS  PROGRAMS 

The  1965  health  manpower  Act  authorized  a  scholarship  program  for 
low-income  students  of  medicine,  osteopathy,  dentistry,  optometry, 
podiatry,  and  pharmacy  who  were  unable  to  pursue  their  studies 
without  such  assistance.  Veterinary  medicine  students  were  included  in 
the  scholarship  program  by  P.L.  89-709  in  1966.  An  additional 
scholarship  program,  the  Physician  Shortage  Area  Scholarship 
Program,"  was  authorized  by  P.L.  92-157  in  19/1  for  medical  students 
who  agreed  to  engage  in  primary  care  practice  immediately  following 
their  professional  training  in  a  physician-shortage  area  or  in  areas  in 
which  a  substantial  portion  of  their  practice  would  consist  of  migratory 
agricultural  workers  or  their  families.  The  1972  legislation,  P.L.  92-585, 
which  established  the  National  Health  Service  Corps,  also  authorized  a 
scholarship  program  to  provide  support  to  health  professions  students 
who  agreed  to  serve  at  least  one  year  in  the  corps  following  their 
training,  for  each  year  of  scholarship  assistance  received.  As  mentioned 
above,  such  service  could  take  place  in  health  manpower  shortage  areas. 

C  LEGISLATIVE  INTENT  OF  HEALTH   MANPOWER   STUDENT  ASSISTANCE 

PROGRAMS 

Although  the  original  intent  of  health  manpower  legislation  centered 
on  increasing  the  supply  of  health  personnel,  Congress  also  recognized 
other  objectives  when  authorizing  student  assistance  programs.  Congress 
expected  these  programs  not  only  to  expand  the  ranks  of  health 
professions  personnel  but  also  to  (1)  improve  the  quality  of  health 
professions  students  entering  schools  by  increasing  the  number  of 
applicants  for  admission;  (2)  induce  health  professions  students  to 
practice  in  geographic  areas  where  shortages  of  their  skills  exists,  and 
(3)  increase  the    proportions  of     health   professions  students  from 


61  P.L.  92-157,  Comprehensive  Health  Manpower  Training  Art  of  1971. 

62  P.L.  92-585,  Emergency  Health  Personnel  Act  Amendments  of  1972. 

63  This  program  no  longer  exists. 
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low-income  families.64  For  example,  the  House  report  on  P.L.  89-290  in 
1965  commented  that  the  students  who  would  benefit  most  from  the 
new  scholarship  program  were  those  who,  because  of  limited  financial 
resources,  were  not  likely  to  attempt  to  enter  certain  health  professions 
due  to  the  high  costs  of  tuition  and  other  educational  expenses.65  The 
1971  Senate  Committee  report  on  health  manpower  legislation  stated 
that  the  intent  of  health  professions  student  loan  programs  was  to 
reduce  financial  barriers  for  students  seeking  careers  in  the  health 
professions.66 

With  the  enactment  of  P.L.  92-157  in  1971,  Congressional  focus  on 
health  manpower  policy,  including  student  assistance  programs,  began 
to  shift.  As  the  seventies  progressed,  the  need  to  increase  the  aggregate 
supply  of  health  professionals  no  longer  was  perceived  to  be  as  critical 
as  in  previous  years.  For  example,  enrollment  increased  in  medical 
schools  from  32,001  in  the  1963-64  academic  year  to  50,886  in  1973-74. 
During  that  same  time,  graduates  of  medical  schools  increased  from 
7,336  to  11,613.67 

At  the  same  time,  it  became  evident  that  although  increasing 
numbers  of  health  personnel  were  being  trained  and  graduated,  existing 
supplies  of  practicing  professionals  were  maldistributed  by  geographic 
area  and  specialty  choice.  For  example,  significant  differences  in  the 
geographic  distribution  of  health  professions  personnel  were  apparent 
among  urban  and  rural  States.  In  1973,  New  York  had  a  ratio  of  198 
active  (non-Federal)  physicians  per  100,000  population  while  South 
Dakota  had  only  71.6*  Even  within  States  with  adequate  numbers  of 
health  professions  personnel,  maldistribution  persisted  with  limited 
numbers  of  physicians  available  in  inner  city  and  rural  areas. 

Specialty  maldistribution  also  presented  serious  problems. 
Increasingly,  medical  students  were  choosing  to  enter  into  highly 
specialized  medical  practices  rather  than  primary  care  specialties.  For 
example,  between  1931  and  1970,  the  ratio  of  general  practitioners  per 
100,000  population  declined  from  101  to  28 ,69  Consequently,  legislative 
focus  soon  began  to  shift  towards  seeking  solutions  for  maldistribution 
problems.  That  shift  also  resulted  in  a  change  of  attitude  toward  student 
assistance  programs.70  This  change  became  evident  during  the 
Congressional  discussion  of  student  assistance  proposals  under  the  most 
recent  major  health  manpower  legislative  amendments,  the  Health 
Professions  Educational  Assistance  Act  of  1976,  P.L.  94-484.71 


64  U.S.  House  of  Representatives.  Committee  on  Interstate  and  Foreign  Commerce,  Subcomittee  on  Public 
Health  and  the  Environment.  Health  Manpower  and  Nurse  Training,  1974,  p.  1209-1210. 

65  U.S.  House  of  Representatives,  Committee  on  interstate  and  Foreign  Commerce.  Health  Professioni 
Educational  Assistance  Amendments  of  1965;  Report  to  Accompany  H.R.  3141,  Washington,  U.S.  Govt  Print 
Off.,  1965  (89ih  Congress.  1st  session.  H.  RepL  No.  781),  p.  14. 

66  U.S.  Senate.  Committee  on  Labor  and  Public  Welfare.  Health  Professions  Educational  Assistance 
Amendments  of  1971,  Report  to  Accompany  S.  934.  Washington,  U.S.  Govt  Print  Off.,  1971  (92nd  Congress, 
1st  session.  S.  Rept  No.  $2-251),  p.  11. 

67  Undergraduate  Medical  Education.  Journal  of  the  American  Medical  Association,  Vol.  240,  Dec  22/29, 
1978.  p.  2822. 

68  U.S.  Senate,  Committee  on  Labor  and  Public  Welfare.  Health  Professions  Educational  Assistance  Act  of 
1974;  Report  to  Accompany  S.  3585.  Washington,  U.S.  Govt.  Print  Off.,  1971  (93rd  Congress,  2nd  session. 
S.  Rept.  No.  93-1133),  p.  57. 

69  U.S.  Senate.  Committee  on  Labor  and  Public  Welfare.  Health  Professions  Educational  Assistance 
Amendments  of  1971,  p.  5. 

70  American  Association  of  Medical  Colleges  (AAMQ.  Task  Force  On  Student  Financing  (Washington. 
AAMC).  September  1978,  p.  5. 

71  PL.  94-484,  Health  Professions  Educational  Assistance  Act  of  1976. 
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Underlying  the  debate  on  P.L.  94-484  was  concern  that  medical 
schools  and  students  share  the  responsibility  for  meeting  national  health 
manpower  goals,  especially  since  the  Federal  Government  was 
underwriting  a  substantial  portion  of  the  costs  of  medical  education.72 
Schools  were  being  encouraged  to  place  more  emphasis  on  primary  care 
training  and  selecting  students  who  might  choose  to  practice  in 
underserved  areas.  Increased  emphasis  was  placed  on  requiring  health 
professions  students  receiving  financial  assistance  to  repay  mat  subsidy 
with  service  in  a  health  manpower  shortage  area. 

For  the  first  time,  the  equity  of  providing  training,  largely  subsidized 
by  public  funds,  for  health  professionals  who  were  generally  assured  of 
a  high  future  income  was  open  to  question.73  During  Congressional 
debate  on  P.L.  94-484,  HEW  Assistant  Secretary  for  Health  ITieodore 
Cooper  testified  that  professions  students  should  be  called  upon  to 
assume  an  increasing  share  of  their  education  costs.74  Further,  he 
maintained  that  there  was  a  decreasing  need  for  Federal  subsidization — 

The  need  and  purpose  of  student  assistance  also  have  changed  over  the  past  decade. 
Ten  years  ago,  health  educators  believed  that  scholarships  and  subsidized  plans  were 
necessary  to  assure  enough  qualified  applicants.  Today,  there  is  a  surplus  of  qualified 
applicants.  The  high  personal  satisfaction  and  the  anticipated  financial  rewards  in  all 
health  professions  are  more  than  sufficient  to  attract  adequate  numbers  of  qualified 
applicants.75 

In  this  atmosphere,  HEW  Secretary  Casper  Weinberger  called  for  the 
reduction  of  unnecessary  and  inequitable  Federal  subsidies  for  health 
professions  schools  and  students  because  the  Administration  felt  that 
students  would  enter  training  anyway,  "without  a  subsidy  under  current 
conditions".76 

These  concerns  led  to  the  enactment  of  certain  programs  in 
P.L.  94-484,  that  were  designed,  in  part,  to  effect  changes  in  the 
geographic  and  specialty  maldistribution  patterns  of  health 
professionals.  Under  previous  legislation,  student  assistance  programs 
were  viewed  by  many  as  "irrelevant  or  even  contradictory  to  these  new 
distributional  goals".77  Under  the  new  Act,  service  commitment,  that  is 
repaying  subsidies  in  the  form  of  service,  was  stressed. 

Health  professions  scholarships  were  also  phased  out— only 
scholarships  for  first-year  students  of  exceptional  financial  need 
remained.  The  legislation  continued  the  health  professions  student  loan 
and  loan  repayment  programs  but  on  a  more  restricted  basis.  For 
instance,  medical  and  osteopathic  students  would  have  to  prove 
exceptional  needy  circumstances  as  a  condition  to  receiving  a  loan.  A 
new  Federally-insured  student  loan  program,  known  as  the  Health 
Education  Assistance  Loan  program  (HEAL),  was  also  authorized  by 
the  Act 

With  the  exception  of  the  HEAL  program,  which  is  administeredby 
the  Office  of  Education,  HEW,  health  professions  student  assistance 
programs  authorized  under  Title  VII  of  the  Public  Health  Service  Act 


72  Koleda  and  Craig,  op.  dt  p.  1. 

73  Congressional  Budget  Office.  The  Role  of  Aid  to  Medical,  Osteopathic,  and  Dental  Students  In  a  New 
Manpower  Education  Policy;  Staff  Working  Paper;  [Washington.  August  10,  1976J.  p.  9. 

74  U.S.  Senate,  Committee  on  Labor  and  Public  Welfare.  Health  Manpower  Legislation,  1975.  Hearing!,  94th 
Congress,  1st  session,  Sept.  16  and  10.  Washington,  U.S.  Govt.  Print.  Off..  1975,  p.  997. 

75  Ibid. 

76  U.S.  House  of  Representatives.  Committee  on  Interstate  and  Foreign  Commerce,  Subcommittee  on  Public 
Health  and  the  Environment  Health  Manpower  and  Nurse  Training,  1974,  p.  318. 

77  Congressional  Budget  Office,  op.  dt.  p.  9. 
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are  administered  by  the  Bureau  of  Health  Manpower,  HEW.  Health 
professions  students  frequently  utilize  other  Federal  financial  student 
assistance  programs,  particularly  those  administered  by  the  Office  of 
Education,  to  help  finance  their  education.  Other  programs 
administered  by  the  Office  of  Education  include  the  National  Direct 
Student  Loan  Program,  the  Federally  Insured  or  State  Guaranteed 
Student  Loan  Program,  and  the  College  Work  Study  Program. 
Additional  Federal  programs  include  the  Armed  Forces  Health 
Professions  Scholarship  Programs,  as  well  as  those  associated  with  the 
Veterans  Administration. 


III.  Current  Student  Assistance  Programs 

A.  HEALTH  PROFESSIONS  STUDENT  LOANS  (HPSL)78 

Under  this  program,  Federal  loans  are  available  to  full-time  students 
of  medicine,  osteopathy,  dentistry,  veterinary  medicine,  optometry, 
podiatry,  and  pharmacy.  However,  medical  and  osteopathic  students 
who  graduate  after  June  30,  1979  must  have  "exceptional  financial 
need"  to  qualify  for  such  funds.  Originally,  interim  final  regulations  for 
this  program  stipulated  that  the  loans  would  only  be  open  to  medical 
and  osteopathic  students  who  had  no  other  financial  resources  available 
to  them.  However,  recent  regulations  broadened  the  definition  of 
exceptional  financial  need  under  the  program.  Medical  and  osteopathic 
students  will  now  meet  that  requirement  if  they  have  resources 
equalling  less  than  $5,000  or  half  the  cost  of  attending  schools, 
whichever  is  less. 

The  maximum  amount  a  student  may  borrow  under  this  program  is 
the  cost  of  tuition  plus  $2,500.  The  interest  rate  is  seven  percent. 
Participating  schools  award  loans  directly  to  students. 

In  the  past,  the  Secretary  of  HEW  could  forgive  any  loan  under  this 
authority  if  the  borrower  agreed  to  serve  at  least  two  years  in  a 
designated  health  manpower  shortage  area,  either  in  private  practice  or 
as  a  member  of  the  NHSC.  However,  HEW  recently  announced  in  the 
Federal  Register  its  decision  to  phase  out  this  part  of  the  loan 
forgiveness  program.79  The  Secretary  is  still  authorized  to  forgive  all  or 
any  part  of  loans  made  to  students  of  medicine,  osteopathy,  dentistry, 
veterinary  medicine,  optometry,  pharmacy,  or  podiatry  if  he  determines 
a  student  has  (1)  failed  to  complete  his  studies  leading  to  his  first 
professional  degree;  (2)  is  in  exceptionally  needy  circumstances;  (3)  is 
from  a  low-income,  or  disadvantaged  family  (as  defined  by 
regulations);  and  (4)  has  not  resumed,  or  cannot  be  reasonably  expected 
to  resume  his  professional  studies  within  two  years  after  termination. 

B.  HEALTH  EDUCATION  ASSISTANCE  LOANS  PROGRAM  (HEAL)80 

Under  this  program,  students  of  medicine,  osteopathy,  dentistry, 
podiatry,  optometry,  public  health,  and  veterinary  medicine  may  borrow 
from  non-Federal  lenders  up  to  $10,000  per  year  (up  to  an  aggregate  of 
$50,000)  at  an  interest  rate  not  to  exceed  12  percent  (plus  an  insurance 
premium  not  to  exceed  two  percent).  Pharmacy  students  who  are 
eligible  only  after  completion  of  three  years  of  training,  may  borrow  up 
to  $7,500  a  year  and  a  total  of  $37,500.  Defaults  on  loans  are  insured 
up  to  100  percent  of  principal  and  interest  by  HEW.  A  HEAL  borrower 
cannot  receive  a  loan  under  this  program  during  the  same  year  that  he 
or  she  received  a  Guaranteed  Student  Loan  as  administered  by  the 
Office  of  Eduction.  Loans  may  be  used  for  tuition  and  other  reasonable 


78  Public  Health  Service  Act.  Sees.  740-744. 

79  Health  Professions  Loan  Repayment  Program.  Federal  Register,  Vol.  44,  July  30,  1979,  p.  44624. 

80  Public  Health  Service  Act,  Sees.  727-739. 
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educational  expenses  such  as  fees,  books,  and  lab  expenses.  Interest 
may  be  paid  while  the  borrower  is  in  school  or  it  may  accrue  and 
compound. 

A  HEAL  loan  may  be  repaid  over  a  10-15  year  period  starting  9-12 
months  after  completion  of  training  except  that  payments  of  principal 
are  not  required  during  periods  of  up  to  three  years  of  internship  and 
residency  training  or  service  in  the  Armed  Forces,  NHSC,  Peace  Corps, 
or  Volunteers  in  Service  to  American  (VISTA).  A  loan  must  be  repaid 
in  full  within  23  years  after  it  is  made.  At  HEW's  discretion,  borrowers 
may  enter  into  agreement  with  the  Department  for  repayment  of  loans, 
plus  interest,  at  a  rate  not  to  exceed  $10,000  a  year  for  each  year  of 
service  in  the  NHSC  or  in  private  practice  in  a  health  manpower 
shortage  area.  Minimum  service  is  two  years. 

Eligible  lenders  include  a  health  professions  or  public  health  school,  a 
State  agency,  a  financial  or  credit  institution  or  a  pension  fund.  For 
students  to  take  part  in  the  program,  their  school  must  be  receiving  or 
be  eligible  to  receive  a  capitation  grant  as  authorized  under 
P.L.  94-484.  This  requirement  does  not  apply  to  medical  students 
whose  school  failed  to  qualify  for  capitation  solely  because  it  did  not 
comply  with  the  requirement  for  a  third-year  enrollment  increase  in  the 
1978-79  school  year.  No  more  than  50  percent  of  the  students  in  each 
class  of  a  medical,  osteopathic,  or  dental  school  can  be  borrowers  under 
this  program. 

C  NATIONAL  HEALTH   SERVICE  CORPS  SCHOLARSHIP  PROGRAM  (NHSC)81 

Under  this  program,  health  professions  students  agree  to  serve  in  the 
Corps  in  return  for  scholarship  support.  In  order  to  be  eligible  for  a 
scholarship,  a  student  must  be  accepted  for  enrollment  or  be  enrolled, 
as  a  full-time  student  in  an  accredited  program  leading  to  a  degree  in 
medicine,  osteopathy,  dentistry,  or  other  health  professions. 

Funds  appropriated  for  scholarships  are  to  be  earmarked  so  that  at 
least  81  percent  is  awarded  to  students  of  medicine  and  osteopathy  and 
at  least  nine  percent  to  dentistry.  The  other  ten  percent  goes  to  "other" 
professions.  Priority  is  given  first  to  previous  recipients  of  NHSC 
scholarships  or  receipients  of  scholarships  for  students  of  exceptional 
financial  need  and  secondly,  to  students  who  are  entering  their  first 
year  of  study. 

Recipients  must  agree  to  serve  in  the  NHSC  one  year  for  each  year 
of  scholarship  support  (minimum  of  two  years).  At  the  request  of  the 
participant,  services  of  a  physician  or  dentist  will  be  deferred  for  up  to 
three  years  to  allow  completion  of  internship  residency  or  other 
advanced  clinical  training. 

Scholarships  consist  of  tuition  and  all  other  reasonable  educational 
expenses,  including  fees,  books,  and  laboratory  expenses;  plus,  a  stipend 
for  living  expenses  of  $400  per  month  for  each  of  the  12  consecutive 
months  beginning  with  the  first  month  of  the  school  year.  Monthly 
stipends  would  be  increased  annually  by  a  percentage  equal  to  the 
percentage  increase  in  salaries  of  Federal  employees. 


81  Public  Health  Soviet  Act.  Sea.  751-756. 
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D.  SCHOLARSHIPS  FOR  FIRST-YEAR   STUDENTS   OF  EXCEPTIONAL 
FINANCIAL  NEED  (EFN)82 

Under  this  program,  scholarships  are  available  to  full-time  students 
of  medicine,  osteopathy,  dentistry,  optometry,  podiatry,  pharmacy,  and 
veterinary  medicine  who  are  in  exceptional  financial  need  and  who  are 
in  their  first  year  of  study.  Students  classified  as  ''exceptionally 
financially  needy"  are  those  who  have  practically  no  financial  resources. 
The  amount  of  the  scholarship  is  the  same  as  NHSC  scholarship,  that 
is.  it  includes  tuition,  and  all  other  reasonable  education  expenses, 
including  fees,  books,  and  laboratory  expenses;  plus  a  stipend  of  $400 
per  month  for  12  months.  Participating  schools  award  scholarships. 
Priority  is  given  to  schools  of  medicine,  osteopathy,  and  dentistry. 

E  LISTER   HILL  SCHOLARSHIPS83 

Ten  scholarships  are  available  each  year  under  this  program  to 
medical  students  who  agree  to  enter  family  practice  in  a  health 
manpower  shortage  area.  However,  no  awards  have  been  made  under 
this  program  due  to  lack  of  funding. 


82  Public  Health  Service  Act,  Sec.  758. 

83  Public  Health  Service  Act,  Sec.  759. 


IV.  Current  Issues 

As  described  above,  between  1974-76,  Congress  considered  proposals 
and  enacted  legislation  that  required  health  professions  students  to 
share,  to  a  greater  extent,  the  responsibility  for  the  costs  of  their 
education.  At  that  time,  Congress  sought  to  link  continuing  support  for 
health  professions  students  and  institutions  to  various  national 
objectives  for  health  manpower  training.  This  was  especially  important 
given  significant  Federal  dollar  contributions  made  to  those  schools  and 
students.  In  their  1974  report,  the  Senate  Committee  on  Labor  and 
Public  Welfare  stated — 

This  committee  in  authorizing  and  reorganizing  this  legislation  acts  as  a  steward  of 
the  American  people  regarding  the  purposes  and  the  amount  of  funding  available  for 
health  professions  schools.  In  that  respect  the  committee  must  be  constantly  vigilant  in 
asking  itself  that  question — is  the  public  receiving  full  value  for  the  investment  we  are 
making  on  their  behalf?84 

To  this  end,  P.L.  94-484  as  ultimately  enacted  in  1976,  included 
programs  to  meet  national  health  manpower  goals.  These  goals  included 
improved  geographic  and  specialty  distribution  of  health  professionals. 
Under  the  new  law,  student  assistance  programs  emphasized  loans 
without  interest  subsidy,  and  scholarships  requiring  repayment  in 
service.  The  legislation  reauthorized  the  student  loan  program  but  on  a 
more  restricted  basis,  and  established  a  new  Federally-insured  student 
loan  program  for  the  health  professions,  the  Health  Education 
Assistance  Loan  Program  (HEAL).  In  addition,  the  legislation 
reauthorized  the  NHSC  and  expanded  funding  for  its  scholarship 
program.  It  also  authorized  a  scholarship  program  for  first-year  students 
of  exceptional  financial  need  to  replace  the  health  professions 
scholarship  program. 

A.  Since  the  enactment  of  P.L.  94-484,  a  number  of  issues  and 
considerations  have  arisen  with  regard  to  the  adequacy  of  student 
assistance  programs.  For  example,  Table  9  (see  page  27)  indicated 
increases  in  tuitions  charged  students  by  medical  schools.  Particularly 
striking  is  the  increase  in  the  average  tuition  at  private  medical  schools. 
Between  academic  year  1975-76  and  1978-79,  tuition  increased  65 
percent.  For  non-residents  at  public  medical  schools,  average  tuition 
increased  by  45  percent  during  this  period.  For  residents  at  public 
medical  schools,  this  increase  amounted  to  43  percent.  In  view  of  this 
situation,  certain  questions  may  be  raised.  For  instance,  to  what  extent 
do  such  increases  entail  a  burden  for  students? 

B.  With  tuitions  at  the  above  levels,  a  loan  of  $8,000  per  year  for 
four  years  to  cover  tuition  and  living  expenses  would  probably  not  be 
unusual.  However,  under  the  HEAL  program,  a  student  borrowing  that 
amount  would,  under  current  interest  rates,  have  to  repay  a  total  of 
$148,000  or  $822  per  month  for  15  years  starting  three  years  after 
graduation   to  liquidate  the  debt.  As  of  August  1979,  519  students  had 


84  U.S.  Senate,  Committee  on  Labor  and  Public  Welfare.  Health  Professions  Educational  Assistance  Act,  1974, 
p.  212. 

(38) 


39 

borrowed  $3,946,739  under  the  HEAL  program.85  Are  the  requirements 
for  payback  under  the  HEAL  program  too  restrictive?  Does  the  HEAL 
program's  high  and  compounded  interest  rate  and  its  lack  of  an  interest 
sudsidy  for  enrolled  students  limit  the  program's  usefulness  to  health 
professions  students? 

As  might  be  expected  in  view  of  the  rising  costs  of  health  professions 
education,  the  proportion  of  medical  students  with  debts  has  increased 
in  the  last  ten  years,  from  44  percent  in  1968  to  67  percent  in  1975  to 
73  percent  in  1978.86  The  average  amount  of  debt  for  students  has  risen 
from  $11,600  in  the  1974-75  academic  year  to  $17,300  in  the  1977-78 
year,  a  49  percent  increase.87  What  roles  does  increasing  indebtedness 
play  in  the  specialty  choices  of  students?  Are  these  debt  repayment 
costs  passed  on  to  patients  in  the  form  of  higher  fees? 

C.  As  the  costs  of  health  professions  education  continue  to  rise,  and 
as  students  are  required  to  assume  a  larger  share  of  the  costs  of  their 
education,  their  ability  to  finance  education  may  determine  who  will 
consider  a  career  in  the  health  professions  in  the  future.  Although  the 
relative  representation  of  financially  disadvantaged  students  in  medical 
schools  has  increased  over  the  years,  the  great  majority  of  students 
continue  to  come  from  families  with  higher  incomes.  The  median 
parental  income  of  students  in  medical  schools  for  1977-78  was 
$25,000.88  Table  10  below  indicates  a  shifting  of  occupational  categories 
of  parents  to  higher  income  professions  for  medical  schools  students. 


TABLE  10 
FATHER'S  OCCUPATION  OF  MEDICAL  SCHOOL  APPLICANTS  AND  ACCEPTEES 

1973-74  and  1977-7889 

1973-74 1977-78 


Father's  Occupation 

Applied 

Accepted 

Applied 

Accepted 

Physician 

Other  Health  Profession 
Other  Profession 
Owner,  Manager,  Administrator 
Subtotal 

12.0 

4.2 

25.0 

20.1 

(61.3) 

13.4 

4.4 

27.6 

18.9 

(64.3) 

12.6 

4.0 

24.1 

25.3 

(66.0) 

14.6 

4.3 

25.7 

25.3 

(69.9) 

Clerical  or  Sales 
Craftsman,  Skilled  Worker 
Unskilled  Worker 
Farmer,  Farm  Worker 
Subtotal 

7.6 

11.5 

5.2 

3.1 

(27.4) 

7.5 
9.9 
4.8 
2.9 

(25.1) 

5.1 
9.6 
4.5 
2.5 
(21.7) 

4.7 
8.0 
4.1 
2.4 
(19.2) 

Other 

11.2 

10.5 

12.2 

11.0 

Total  Percent* 

99.9 

99.9 

99.9 

100.1 

(No.  Responding) 

(34,523) 

(13,019) 

(38,946) 

(15,451) 

•  Differ  from  100  due  to  rounding. 

85  Telephone  conversation  with  HEAL  Office.  Office  of  Education,  HEW,  August  1979. 

86  Travis    L.    Gordon,    Studies   on    Medical    Student    Financing    1977-78    (Preliminary    Report),    Washington, 
AAMC  (OCt.  1978),  p.  24. 

87  AAMC,  Medical  Education:  Institutions,  Characteristics  and  Programs,  (Washington,  AAMC),  August  1979, 
p.  3. 

88  Ibid.,  p.  14. 

89  AAMC.  Medical  Education:  Institutions,  Characteristics  and  Programs,  August  1979,  p.  14. 
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There  are  also  indications  that  increases  in  minority  student 
enrollment  appear  to  be  leveling  off.  The  number  of  under-represented 
minority  (Black  American,  Mexican  American,  American  Indian, 
Mainland  Puerto  Rican)  students  has  risen  in  first-year  classes  of 
medical  schools  from  292  in  academic  year  1968-69  to  1,433  in 
1978-79.  The  1978-79  figure  represents  a  slight  decrease  from  the  peak 
of  1,473  in  1974-75.90  Since  1973,  the  pool  of  minority  applicants  has 
levelled  off  to  approximately  3,000  per  year.91 

These  considerations  raise  several  questions.  For  example,  what 
impact  do  the  costs  of  health  professions  education  have  in  deterring 
students,  particularly  disadvantaged  and  minority  individuals,  from 
seeking  a  career  in  the  health  professions?  To  what  extent  have  new 
student  assistance  programs  requiring  students  to  assume  more 
responsibility  for  their  education  costs  deterred  disadvantaged  and 
minority  individuals  from  careers  in  health  professions?  Will  heavy 
financial  burdens  incurred  by  those  already  accepted  to  health 
professions  schools  deter  them  from  completing  their  professional 
studies? 

D.  As  indicated  above,  P.L.  94-484  established  a  program  of 
first-year  scholarships  for  exceptionally  financially  needy  (EFN)  health 
professions  students.  Regulations  issued  by  HEW  defined  "exceptionally 
financially  needy"  students  as  those  individuals  who  have  "zero 
financial  resources.  In  1978-79,  an  estimated  3,532  health  profession's 
students  met  that  eligibility  requirement.  In  that  year,  health  professions 
schools  made  506  awards  for  $4,998,509.  However,  does  the  ENF 
program  represent  an  adequate  source  of  support  for  disadvantaged 
students?  Should  the  definition  of  "exceptionally  financially  needy"  be 
broadened  beyond  the  requirement  of  "zero"  financial  resources? 
Should  this  scholarship  support  be  provided  beyond  the  first  year  of 
school? 

E.  The  only  other  existing  scholarship  program  under  Title  VII  of  the 
Public  Health  Service  Act  currently  being  funded  is  one  which  is  tied 
to  service-commitment  in  the  National  Health  Service  Corps.  P.L. 
94-484  authorized  expanded  authorizations  for  the  NHSC  scholarship 
program.  The  number  of  students  who  have  completed  academic 
training  under  the  NHSC  scholarhips  program  is  anticipated  to  reach 
about  4,180  by  the  end  of  1979.  In  fiscal  year  1980,  Corps  officials 
expect  to  make  4,187  new  awards,  and  continue  to  support  to  4,708 
students.92  Increased  Federal  appropriations  have  aided  the  Corps  in 
these  efforts.  Appropriations  have  increased  from  $3  million  in  fiscal 
year  1973  to  $22.5  million  in  fiscal  year  1976  to  $75  million  in  fiscal 
year  1979. 

Concern  has  been  expressed  over  the  two-fold  purpose  which  has 
evolved  for  the  Corps.  On  the  one  hand,  the  NHSC  was  intended  to 
assure  that  health  personnel  would  be  available  where  they  were  most 
needed  in  health  manpower  shortage  areas.  In  addition,  it  was  hoped 
that,  after  service  obligations  had  been  completed  by  NHSC  scholarship 
recipients,  physicians  would  remain  in  shortage  areas  to  establish  private 


90  Ibid.  p.  3. 

91  Ibid. 

92  U.S.   Department   of  Health,   Education,   and   Welfare.    Fiscal    Year   1980   Justification   of  Appropriationi 
Estimates  for  Committee  on  Appropriations  (Washington,  1979)  p.  169. 
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practices.  On  the  other  hand,  the  Corps  is  now  also  expected  to  provide 
relief  to  financially  needy  students,  and,  in  so  doing,  has  become  a 
major  source  of  assistance  for  these  students. 

To  what  extent  are  these  goals  compatible?  Do  students  in  need  of 
financial  support  intend  to  serve  shortage  areas  beyond  their 
obligations?  Is  it  fair  that  financially  needy  students  should  have  to 
serve  in  the  Corps  while  more  affluent  students  can  exercise  great 
personal  choice? 


Appendices 

appendix  a:  student  assistance  programs— authorizations 
and  appropriations 

TABLE  11 

APPROPRIATIONS  AUTHORIZATIONS  AND  ACTUAL  APPROPRIATIONS  FOR  HEALTH 

PROFESSIONS  STUDENT  ASSISTANCE  PROGRAMS, 

Selected  Fiscal  Years,  1956-1979 

(in  millions)93 


1965 

1968 

1971 

1974 

1977* 

1979 

Programs 

Student  loans 

Authorization 

$10.2 

$25.0 

$35.0 

$60.0 

$39.1 

$27.0 

Appropriation 

10.2 

150 

25.0 

36j0 

244 

10JO 

Scholarships 
Authorization 

N/A 

SSAN** 

SSAN 

SSAN 

PR*** 

PR 

Appropriation 

N/A 

72 

15.5 

15.5 

10 

•• 

Physician  shortage  area 

scholarships 

Authorization 

N/A 

N/A 

N/A 

3.5 

PR 

N/A 

Appropriation 

N/A 

N/A 

N/A 

2j0 

0.40 

N/A 

National  health  service  corps 
scholarships 
Authorization 

N/A 

N/A 

N/A 

30 

400 

140.0 

Appropriation 

N/A 

N/A 

N/A 

030 

400 

75J0 

Scholarships  for  first-year  student! 

of  exceptional  financial  need 

Authorization 

N/A 

N/A 

N/A 

N/A 

N/A 

17J0 

Appropriation 

N/A 

N/A 

N/A 

N/A 

N/A 

70 

Lister  Hill  scholarships 

Authorization 

N/A 

N/A 

N/A 

N/A 

0j08 

024 

Appropriation 

N/A 

N/A 

N/A 

N/A 

- 

-• 

*  Appropriations  for  this  year  were  made  under  a  continuing  resolution. 

**  SSAN  -  Such  sums  as  necessary. 

***  PR  -  Funds  are  authorized  for  prior  recipienti. 


93  Terri  Ehrenfeld,  Office  of  Financial  Management,  Bureau  of  Health  Manpower,  HEW. 
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APPENDIX  B:   STATISTICS  ON   STUDENT  ASSISTANCE  PROGRAMS 


TABLE  12 
HEALTH  PROFESSIONS  STUDENT  LOAN  ASSISTANCE,  1965-1979/198094 


Number  of 
schools 

147 

Eligible 

enrollment 

47.430 

Amounts 
requested  by 
the  schools 

$19,989,409 

Amount 
allocated 
to  schools 

$10,200,000 

Number  of 
students 
assisted 

Percent  of 

students 

assisted 

Fiscal  Year  1965 
Total* 

11.554 

24 

Fiscal  Year  1966 
Total* 

147 

48.673 

20,849,832 

15.600.000 

15,237 

36 

Fiscal  Year  1967 
Total* 

196 

58.874 

27,175.233 

25.325,000 

20.168 

34 

Fiscal  Year  1968 
Total** 

217 

64.741 

33.004.997 

26,659.476 

23.263 

36 

Fiscal  Year  1969 
Total 

229 

68.089 

36,589.341 

26,429,000 

25,445 

37 

Fiscal  Year  1970 
Total 

243 

75.808 

41,350.486 

15.900,000 

23,000 

30 

Fiscal  Year  1971 
Total 

252 

85,319 

43.443,480 

24,750,000 

23,956 

28 

Fiscal  Year  1972 
Total 

260 

92,215 

44,615,941 

30.000,000 

31,338 

35 

Fiscal  Year  1973 
Total 

271 

100,527 

61,325,357 

36.000,000 

35,004 

34.8 

Fiscal  Year  1974 
Total 

283 

112,414 

73.035.103 

36.000,000 

34,277 

30 

Fiscal  Year  1975*** 
Total 

286 

121.584 

85.504,542 

35,980.000 

33,134 

27 

Fiscal  Year  1976*** 
Total 

286 

123,623 

105,945.873 

24,000.000 

19,905 

16 

Academic  Year  1976-77*** 
Total 

291 

126.257 

124,930.560 

24,000.000 

19.905 

16 

Academic  Year  1977-78*** 
Total 

296 

129.745 

137.040.268 

19,760,000 

16.140 

12 

Academic  Year  197879*** 
Total 

301 

133,763 

165.961,019 

19,800,000 

13.200 

10 

Academic  Year  197980*** 
Total 

306  136,617 

139,963,440 

9,900.000 

6.600 

5 

*  Includes  Schools  of  Medicine.  Osteopathy.  Dentistry,  and  Optometry.  Schools  of  Pharmacy  and  Podiatry  not 
eligible  to  participate  prior  to  FY  1967.  Schools  of  Veterinary  Medicine  not  eligible  to  participate  prior  to  FY 

♦*  From    this    year,    includes    all    schools    (Medical,    Osteopathic    Dental,    Optometry,    Pharmacy,    Podiatry, 

Veterinary  Medicine). 
•*♦  Enrollments  and  students  assisted  are  estimated. 


94  Student  Assistance  Branch.  Bureau  of  Health  Manpower,  HEW. 
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TABLE  13 

NUMBER  OF  STUDENTS  AWARDED  SCHOLARSHIPS  FOR 

HEALTH  PROFESSIONS  TRAINING 

Fiscal  Year  1967-7895 


Fiscal  Grand  Total  Total 

year  total  MOD*  OPPV** 

Total***.**** 145,535  93,352  50,183 

1967 3,824  2,581  1,243 

1968 8,820  5,995  2,825 

1969 14,346  9,929  4,417 

1970 19,810  13,293  6,517 

1971 20,656  13,321  7,335 

1972 21,595  14,067  7,528 

1973 22,782  14,216  8,566 

1974**** 16,750  11,055  5,695 

1975**** 8,000  5,280  2,720 

1976**** 4,007  2,646  1,361 

1977**** 4,945  2,969  1,976 

1978 

•  Medicine.  Osteopathy,  Dentistry. 
••  Optometry.  Pharmacy,  Podiatry,  Veterinary  Medidne. 

**•  In  the  total,  a  student  was  counted  more  than  once  If  he  received  a  scholarship  in  more  than  one  year. 
Unduplicated  counts  are  not  available. 
*•**    Estimated 

95  Student  Assistance  Branch,  Bureau  of  Health  Manpower,  HEW. 
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TABLE  14 

AMOUNT  OF  SCHOLARSHIP  FUNDS  AWARDED  TO  SCHOOLS  FOR 

HEALTH  PROFESSIONS  TRAINING 
Fiscal  Year  1967-796 

(in  thousands) 

Fiscal  Grand  Total  Total 

Year  Total  MOD*  OPPV** 

Total $112,860              $75,116                 $37,747 

1967 3,875 

1968 7,199 

1969 11,219 

1970 15,541 

1971 15,500 

1972 15,500 

1973 15,500 

1974 14,626 

1975 6,900 

1976 3,500 

1977 3,500 

1978 

•  Medicine,  Osteopathy,  Dentistry. 

••  Optometry,  Pharmacy,  Podiatry,  Veterinary  Medldne. 

Note:  Detail  may  not  add  to  total  due  to  rounding. 


2,675 

1,200 

4,946 

2,253 

7,935 

3,284 

10,815 

4,726 

10,530 

4,971 

10,482 

5,019 

9,809 

5,691 

9,191 

5,437 

4,395 

2,504 

2,195 

1,304 

2,142 

1,358 

96  Student  Assistance  Branch,  Bureau  of  Health  Manpower,  HEW. 
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TABLE  15 


PUBLIC  HEALTH  SERVICE  AND  NATIONAL  HEALTH  SERVICE  CORPS  SCHOLARSHIP 
PROGRAM-APPLICATIONS  AND  AWARDS,  BY  DISCIPLINES  AND  ACADEMIC  YEAR97 

Academic  Year 


Discipline 


Total 


1973- 
1974 


1974- 
1975 


1975- 
1976 


1976- 
1977 


1977- 
1978 


1978- 
1979 


Allopathic 
Applicants 

Mew  Awards 

Continuing  Awards 
Osteopathic 
Applicants 

New  Awards 

Continuing  Awards 
Dentistry 
Applicants 

New  Awards 

Continuing  Awards 
Other  Professions* 
Applicants 

New  Awards 

Continuing  Awards 


13,395 
7,095 
6,352 

2,011 
968 
794 

2,876 
584 
101 

1,105 

413 

63 


1,352 
343 


238 
29 


2,419 

1,327 

336 


361 

171 

29 


1,913 

714 

1,492 


344 
109 
186 


561 
48 


2,506 

729 

1,510 


374 
106 
229 


612 
50 
29 


2,259 
1.595 
1.257 


305 
239 
204 


392 
99 
20 

532 
156 


2,946 
2,387 
L757 


389 
314 
146 


1,311 

387 

61 


573 

257 

63 


*  Includes  professions  such  as  nursing,  public  health  nutritionists,  medical  social  workers,  etc 


TABLE  16 

SCHOLARSHIP  PROGRAM  FOR  FIRST- YEAR  STUDENTS 

OF  EXCEPTIONAL  FINANCIAL  NEED 

Academic  Year  1978-7998 


Estimated 

Amounts 

Number  of 

Amounts 

Number  of 

number 

requested 

scholarship 

awarded 

Discipline 

schools 

ofeliRibles 

by  schools 

awards 

to  schools, 

Medicine 

119 

1,565 

$14,668,534 

264 

$2,582,857 

Osteopathy 

13 

176 

1,841,259 

28 

318,852 

Dentistry 

57 

505 

5,363,489 

127 

1,429,935 

Optometry 

10 

107 

967,210 

10 

95,667 

Pharmacy 

52 

822 

5,519,361 

52 

358,334 

Podiatry 

5 

161 

1,799,158 

5 

57,127 

Veterinary  med. 

JO 

196 

1.591.079 

JO 

155.737 

Totals 

276 

3,532 

$31,750,090 

506 

$4,998,509 

97  Sources:   NHSC  Scholarship  Program -A  Report  by  the  Secretary  of  HEW  to  Congress,  May  25,  1978; 
and  Juan  Jiminez,  NHSC  Scholarship  Program.  Bureau  of  Health  Manpower,  HEW. 

98  Student  Assistance  Branch,  Bureau  of  Health  Manpower,  HEW. 
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APPENDIX  C:   INFORMATION  ON  MEDICAL   SCHOOL  ENROLLMENT 


TABLE  17 

APPLICATION  ACTIVITY  FOR  MEDICAL  SCHOOLS99 

Total 

Applications 

Applicants/ 

no.  of 

per 

Accepted 

acceptance 

First-year 

First-year  class 

Appplicants 

applications 

individual* 

applicants* 

ratio* 

enrollment 

1963-1964 

17,668 

70.063 

4.0 

9.063 

1.9 

8,772 

1964-1965 

19.168 

84,571 

4.4 

9.043 

2J 

8,858 

1965-1966 

18,703 

87,111 

4.7 

9.012 

2.1 

8,759 

1966-1967 

18.250 

87.627 

4J 

9.123 

2.0 

8,964 

1967-1968 

18.724 

93.332 

5jO 

9,702 

U 

9,479 

1968-1969 

21.118 

112,195 

53 

10,092 

2.1 

9,863 

1969-1970 

24.465 

133.822 

5.5 

10.547 

13 

10,401 

1970-1971 

24.987 

148.797 

64 

11400 

12 

11,348 

1971-1972 

29.172 

210.943 

12 

12,335 

2.4 

12,361 

1972-1973 

36.135 

267.306 

7.4 

13,757 

26 

13,726 

1973-1974 

40.506 

328.275 

8.1 

14,335 

2J 

14,185 

1974-1975 

42.624 

362376 

8i 

15,066 

2J8 

14,963 

1975-1976 

42.303 

366.040 

8.7 

15.365 

n 

15.351 

1976-1977 

42.155 

372,282 

M 

15.774 

2.7 

15,667 

1977-1978** 

40.569 

371.545 

92 

15.977 

15 

16,134 

*  From  the  study  of  applicants.  Association  of  American  Medical  Colleges, 

**  Applicant  data  given   for  1977-1978  are  for  119  schools  and  exclude  the  charter   classes  at  Northeastern 

Ohio,  Marshall  University  in  West  Virginia,  and  Catholic  University  of  Puerto  Rico;  first-year  enrollment  U 
given  for  122  schools. 


TABLE  18 
STUDENTS  AND  GRADUATES  IN  MEDICAL  AND  BASIC  SCIENCE  SCHOOLS100 


No. 

Total 

First- 

Intermediate 

Grad- 

Year 

schools 
87 

enrollment 
32,001 

year 
8,772 

vears 

uates 

1963-1964 

15,893 

7,336 

1964-1965 

88 

32,428 

8,856 

16,163 

7,409 

1965-1966 

88 

32,835 

8,759 

16,502 

7,574 

1966-1967 

89 

33,423 

8,964 

16,716 

7,743 

1967-1968 

94 

34,538 

9,479 

17,086 

7,973 

1968-1969 

99 

35,833 

9,863 

17,911 

8,059 

1969-1970 

101 

37,669 

10,401 

18,901 

8,367 

1970-1971 

103 

40,487 

11,348 

20,165 

8,974 

1971-1972 

108 

43,650 

12,361 

21,738 

9,551 

1972-1973 

112 

47,546 

13,726 

23,429 

10,391 

1973-1974 

114 

50,888 

14,185 

25,088 

11,613 

1974-1975 

114 

54,074 

14,963 

26,397 

12,714 

1975-1976 

114 

56,244 

15,351 

27,332 

13,561 

1976-1977 

116 

58,266 

15,667 

28,992 

13,607 

1977-1978 

122 

Medical   Education, 
2822 

60,456 

Journal  of 

16,134 

the  American   Medical 

29,929 

Association,     Vol. 

14,393 

99  Undergraduate 
ber  22/29.  1978,  p. 

240,     Decern- 

100  Undergraduate 
ber  22/29,  1978,  p. 

s  Medical  Education,     Journal  of 
2822. 

the  American   Medical 

Association,     Vol 

.  240,  Decern- 

U.S.  STUDENTS  ENROLLED 
IN  FOREIGN  MEDICAL  SCHOOLS 

I.  P.L.  94-484  and  U.S.  Students  Enrolled 
in  Foreign  Medical  Schools 

The  Congress  last  considered  legislation  which  would  revise  and 
extend  various  programs  of  Federal  financial  assistance  for  the  training 
of  health  professions  between  1974  and  1976.  These  authorities  are 
contained  in  Title  VII  of  the  Public  Health  Service  Act  It  was 
necessary  for  both  the  93rd  and  94th  Congress  to  consider  various 
legislative  proposals  before  the  distinctly  different  approaches  adopted 
by  the  House  and  Senate  could  be  reconciled  in  the  enactment  of 
P.L.  94-484,  the  Health  Professions  Educational  Assistance  Act  of  1976. 

In  recent  vears,  many  U.S.  citizens  have  sought  and  attained 
admission  to  foreign  medical  schools  because  they  were  unsuccessful  in 
their  attempts  to  gain  admission  to  U.S.  medical  schools  where  intense 
competition  for  a  limited — although  increasing — number  of  first-year 
places  has  prevailed  for  a  number  of  years.  In  the  extension  and 
revision  of  health  manpower  training  programs  enacted  as  P.L..94-484 
in  1976,  the  Congress  included  provisions  which  would  facilitate  the 
transfer  of  many  of  these  students  to  U.S.  medical  schools  where  their 
education  could  be  completed.  The  Congress  considered  such  provisions 
in  the  best  interests  or  the  U.S.  health  care  system,  especially  given 
considerations  of  the  quality  of  education  provided  by  foreign  medical 
schools. 

H  .R.  5546  of  the  94th  Congress,  the  Health  Professions  Educational 
Assistance  Act  of  1976,  emerged  from  conference  with  a  provision 
concerning  U.S.  citizens  enrolled  in  foreign  medical  schools,  contained 
in  neither  the  House-passed  nor  Senate-passed  bills.  In  order  to  receive 
capitation  grant  assistance  (formula  grants  to  health  professions  schools 
for  general  educational  purposes  based  on  the  number  of  students 
enrolled),  schools  of  medicine  were  required  to  reserve  a  number  of 
positions  for  students  who  were  citizens  of  the  U.S.  and  who  were 
enrolled  in  foreign  medical  schools  prior  to  enactment  of  the  legislation 
and  who — 

Q)  completed  at  least  two  years  in  such  schools; 

(2)  successfully  completed  Part  I  of  the  National  Board  of  Medical 
Examiners  examination;  and 

(3)  applied  to  the  Secretary  of  HEW  for  assignment  to  a  school  of 
medicine  in  the  U.S. 

The  Secretary  of  HEW  was  required  to  apportion  eguitably  among 
schools  of  medicine  in  this  country  the  number  or  positions  for 
individuals  eligible  for  transfer  under  this  provision.  A  school  of 
medicine  was  not  required  to  enroll  a  student  in  its  third-year  class  if 
this  individual  did  not  meet,  as  determined  under  guidelines  established 

(48) 
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by  the  Secretary  in  regulations,  the  entrance  requirements  of  the  school; 
or  if  the  enrollment  would  result  in  the  school's  not  meeting 
accreditation  standards.  In  addition,  the  Secretary  was  authorized  to 
waive  mis  requirement  upon  a  finding  that,  because  of  a  limited  patient 
population,  compliance  would  prevent  the  school  from  providing  high 
quality  clinical  training  for  the  students  who  were  enrolled  abroad  and 
who  sought  transfer  to  U.S.  schools. 

llie  conference  report  on  H.R.  5546  filed  September  17,  1976, 
indicated  that  conferees  did  not  intend,  by  including  this  requirement, 
either  to  encourage  or  condone  U.S.  citizens  to  undertake  medical 
education  in  foreign  medical  schools,  especially  if  such  persons  planned 
to  practice  medicine  in  this  country.  The  conference  report  expressed 
the  concern  that  the  quality  of  education  which  such  schools  provide  is 
not  comparable  to  that  provided  by  U.S.  medical  schools.  For  those 
U.S.  citizens  enrolled  in  foreign  medical  schools  prior  to  the  enactment 
of  this  provision,  conferees  sought  to  facilitate  their  transfer  to  U.S. 
medical  schools  where  their  education  could  be  completed.  The 
conferees  believed  that  such  transfer  would  ultimately  be  in  the  best 
interests  of  the  U.S.  health  care  system. 

Rather,  it  is  intended  to  remedy  an  unfortunate  situation  which  currently  exists.  In 
the  view  of  the  conferees,  the  current  situation,  in  which  thousands  of  U.S.  citizens  are 
presently  enrolled  in  foreign  medical  schools  where,  in  most  cases,  the  education  they 
are  receiving  is  not  of  the  quality  provided  by  U.S.  medical  schools  and  is  being 
taught  in  a  language  other  than  English,  is  a  situation  which  deserves  the  immediate 
attention  of  the  Department  of  Health,  Education,  and  Welfare,  the  American  Medical 
Association,  and  the  Association  of  American  Medical  Colleges.  The  conferees  believe 
that  it  is  in  the  best  interests  of  the  U.S.  health  care  system  to  permit  those  U.S. 
citizens  who  have  successfully  completed  two  years  of  medical  education  in  a  foreign 
medical  school  and  who  have  passed  Part  I  of  the  National  Board  of  Medical 
Examiners'  Examination  to  complete  their  education  in  U.S.  medical  schools.  The 
conferees  intend  that  this  provision  not  be  extended  beyond  the  life  of  the  conference 
report  and  that  individuals  planning  a  career  in  medicine  become  cognizant  of  this 
fact101 

This  provision  was  included  in  the  legislation  as  ultimately  enacted  in 
P.L.  94-484,  October  12,  1976.  Medical  schools  objected  to  a  provision 
which  was  introduced  as  late  as  the  conference  level  of  deliberations; 
that  is,  after  hearings  and  debates  in  the  House  and  Senate  had 
occurred.  Moreover,  they  objected  to  a  requirement  which  would  forbid 
medical  schools  from  applying  their  own  admission  standards  and 
which  would  instead  give  the  Secretary  of  HEW  authority  to  determine 
where  students  would  be  placed.102  Medical  schools  insisted  that,  under 
this  provision,  the  only  academic  requirements  a  U.S.  medical  school 
could  impose  on  such  transfer  students  would  be  successful  completion 
of  two  years'  study  in  a  foreign  medical  school  and  a  passing  grade  on 
the  basic  sciences  section  of  the  U.S.  national  board  examination.103 
Kingman  Brewster,  then-President  of  Yale  University,  observed  that 
this  requirement,  in  addition,  singled  out  for  special  benefit  a  group 
"who  by  definition  did  not  meet  the  criteria  for  admission  established 
by  American  medical  schools"  and  "who  were  affluent  enough  to  be 
able  to  study  abroad  when  they  were  turned  down  at  home."104 


101  U.S.  House  of  Representatives,  Health  Professions  Educational  Assistance  Act  of  1976,  Conference  Report 
to  accompany  H.R.  5546,  RepL  No.  94-1612,  Sept.  17,  1976,  p.  117. 

102  Health  Planning  and  Manpower  Reports,  Vol.  2,  No.  17,  August  12,  1977,  Washington,  D.C,  p.  1 

103  "Medical  Deans  Defy  Admissions  Law,"  Medical  World  News,  December  13,  1976,  p.  23. 

104  Health  Planning  and  Manpower  Reports,  Vol.  1,  No.  18.  November  29,  1976.  Washington.  D.C,  p.  L 
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In  1977,  the  Congress  revised  this  requirement  by  expanding  the  pool 
of  students  from  which  medical  schools  could  increase  their  third-year 
classes  and  by  removing  specifications  for  entrance  requirements  which 
schools  would  apply  to  these  students.  The  amended  provision,  as 
contained  in  P.L.  95-215,  required  medical  schools,  as  a  condition  for 
receiving  Federal  capitation  grants  in  fiscal  years  1978,  to  increase  their 
third-year  class  enrollments  in  the  1978-79  school  year  by  5  percent  of 
their  1977-78  first-year  or  third-year  enrollment,  whichever  was  less. 
The  pool  from  which  these  students  would  be  drawn  would  include 
(1)  U.S.  foreign  medical  students  (USFMS)  enrolled  abroad  before 
October  12,  1976;  (2)  transfers  from  two-year  U.S.  basic  science 
programs;  and  (3)  students  in  special  Ph.D.-M.D.  programs  in  the  U.S. 
Normal  academic  criteria  would  be  applied  by  schools  in  selecting 
students.  Among  other  things,  this  requirement  also  provided  that  a 
school  which  did  not  receive  capitation  assistance  in  fiscal  1978,  because 
of  failure  to  comply  with  the  enrollment  increase  provision,  would  be 
ineligible  to  receive  such  support  in  fiscal  1979  and  1980. 


II.  NUMBERS  OF  U.S.  STUDENTS  ENROLLED  IN  FOREIGN 
MEDICAL  SCHOOLS 

Accurate  data  on  numbers  of  U.S.  citizens  enrolled  in  foreign  medical 
schools  is  not  available.  At  this  time,  estimates  of  such  numbers  provide 
the  only  indication  of  the  actual  magnitude  of  enrollment.  Systematic 
surveys  have  not  been  undertaken  to  determine  the  number  more 
precisely.  The  Association  of  American  Medical  Colleges  (AAMC)  has 
estimated  that  more  than  6,000  U.S.  citizens  are  studying  medicine 
abroad.  According  to  records  of  the  AAMC,  these  students  are 
attending  medical  schools  in  at  least  34  different  countries,  with  the 
larger  proportions  being  located  in  Mexico,  Italy,  and  Spain.  Smaller 
groups  are  at  Belgian,  French,  and  Phillipine  medical  schools.  Medical 
schools  in  the  United  Kingdom  and  in  Switzerland  rarely  accept  U.S. 
citizens.105  The  Department  of  Health,  Education,  and  Welfare  has 
estimated  that  there  are  approximately  8,000  U.S.  citizens  studying 
medicine  in  schools  abroad10*  and  a  recently  published  study  indicated 
that  the  number  of  such  students  increased  from  12,000  to  15,000 
between  1973  and  1977,  with  Mexico  and  Italy  responsible  for  training 
55  percent  of  these  students.107  One  Mexican  school.  The  Autonomous 
University  of  Guadelajara  has  recently  reported  an  enrollment  of  2,600 
Americans.108 

There  is  evidence  that  the  numbers  of  U.S.  citizens  studying  medicine 
abroad  will  remain  at  these  levels,  if  not  increase,  in  the  near  future. 
The  Association  of  American  Medical  Colleges  reported  that  six 
separate  entrepreneur  groups,  most  of  them  from  New  York,  have 
attempted  to  establish  in  the  Caribbean  medical  schools  intended  to 
attract  U.S.  citizens.  In  most  instances,  the  schools  are  projecting  600 
entering  students  in  four-year  programs.109  Recently,  a  report  in  the 
Wall  Street  Journal  indicated  that  two  new  medical  schools  have  been 
established  in  the  Dominican  Republic,  one  in  Grenada  and  St. 
Vincent,  one  in  Dominica  and  one  to  open  soon  in  Montserrat.110 
Another  report  indicated  that  approximately  7,000  Americans  are 
studying  medicine  in  Mexico  and  the  Caribbean,  with  most  of  the  7,000 
concentrated  in  seven  schools— two  in  the  Dominican  Republic,  one  on 
the  island  of  Grenada,  and  four  in  Mexico.111 

U.S.  citizens  seeking  enrollment  in  foreign  medical  schools  have  been 
unsuccessful  in  their  attempts  to  gain  admission  to  U.S.  medical  schools 
where  intense  competition  for  a  limited— although  increasing — number 
of  first-year  positions  has  prevailed  for  several  years.  In  1976-77,  42,255 


105  Medical  School  Admissions   requirements   1977-78:    United  States  and   Canada,    Association    of  American 
Medical  Colleges,  p.  67.  Association  of  American  Medical  Colleges,  Weekly  Report,  No.  79-14,  April  10,  1979. 

106  Health  Resources  News.  Health  Resources  Administration,  DHEW,  Vol.  5.  No.  9,  September  1978,  p.  1. 

107  Barry  Stimmel  and  Thea  Fuchs  Benenson,   "United  States  Citizens  in   Foreign  Medical  Schooli  and  the 
Future  Supply  of  Physicians,"  The  New  England  Journal  of  Medicine.  June  21,  1978,  p.  1414-1417. 

108  Barry   Stimmel  and   Harry  Smith,   "Career  Choice  and   Performance  of  State  Licensing  Examination*  of 
Fifth  Pathway  Students,  The  New  England  Journal  of  Medicine,  August  3,  1978,  p.  227. 

109  Association  of  American  Medical  Colleges,  Weekly  Report,  No.  78-16,  April  15,  1978. 
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applicants  sought  admission  to  15,667  first-year  positions  at  U.S. 
medical  schools.  In  the  ten-year  period  1966-67  to  1976-77,  first-year 
enrollments  at  U.S.  medical  schools  increased  by  75  percent  (from  8,964 
to  15,667).  Applicants  for  these  positions  increased  by  131  percent 
(from  18,250  to  42,155).  For  the  entering  class  of  1977-78,  the  total 
number  of  applicants  and  applications  decreased — for  the  first  time  in 
16  years.  For  i977— 78,  40,569  applicants  competed  for  16,134  first-year 
positions.112 


112  "Medical  Education  in   the  United  State*   1977-78,"   The  Journal  of  the  American  Medical  Association, 
December  22/29.  1978,  p.  2822 


III.  ALTERNATIVES  FOR  U.S.  CITIZENS 

WHO  ARE  ENROLLED  ABROAD 

AND  WHO  PLAN  TO  ENTER  AMERICAN  MEDICINE 

U.S.  citizens  enrolled  in  foreign  medical  schools  have  a  number  of 
alternatives  available  to  them  for  entering  American  medicine.  All  of 
these  entail  taking  and  passing  a  standardized  examination.113 

A.  One  of  these  alternatives  involves  applying  for  transfer  to  an 
American  medical  school,  usually  after  two  years  of  study  abroad.  This 
procedure  almost  always  requires  taking  the  National  Board  of  Medical 
Examiners'  (NBME)  basic  science  (Part  I)  examination.  Part  I  of  the 
NBME  examinations  is  a  comprehensive,  interdisciplinary  examination 
covering:  anatomy,  behavorial  sciences,  biochemistry,  microbiology, 
pathology,  pharmacology,  and  physiology.  The  examination  is 
administered  over  two  days  and  must  be  taken  in  its  entirety. 

In  1970,  the  Association  of  American  Medical  Colleges  and  the 
National  Board  of  Medical  Examiners  organized  the  Coordinated 
Transfer  Application  System  (COTRANS)  to  assist  U.S.  citizens 
studying  medicine  abroad  to  transfer  from  foreign  to  U.S.  medical 
schools.  COTRANS  determines  eligibility  for  participation  in  Part  I  of 
the  NBME  examinations,  provides  sponsorships  for  these  examinations, 
and  circulates  eligibility  summaries  plus  summaries  of  NMBE  Part  I  test 
scores  to  interested  U.S.  medical  schools.  Students  are  not  required  to 
be  sponsored  by  COTRANS  in  order  to  be  eligible  for  transfer  to  U.S. 
medical  schools. 

COTRANS  does  not  provide  applicant  matching  or  placement 
services.  No  guarantee  for  admission  to  a  U.S.  medical  school  is 
provided  to  any  individual  listed  as  eligible  for  sponsorship  through 
COTRANS,  nor  does  passing  Part  I  of  the  NBME  examination  obligate 
any  requesting  school  to  admit  an  applicant  regardless  of  the  scores 
achieved  in  the  examination. 

B.  A  second  alternative  for  American  citizens  studying  abroad  is  to 
enter  postgraduate  training  in  the  U.S.  as  a  graduate  of  a  foreign 
medical  school.  Such  students  may  also  enter  postgraduate  training  in 
the  U.S.  after  completion  of  formal  course  work  in  a  foreign  medical 
school,  but  before  receiving  the  degree  of  doctor  of  medicine  or  its 
equivalent.114  Most  States  require  mat  students  who  have  taken  their 
medical  training  in  a  foreign  medical  school  (with  the  exception  of 
Canadian  schools,  which  are  accredited  by  the  same  body  which 
accredits  U.S.  medical  schools115)  pass  the  Educational  Commission  for 
Foreign  Medical  Graduates  (ECFMG)  examination  and  obtain  ECFMG 


U3  Ethel  Weinberg  and  Anita  Bell,  "Performance  of  United  States  Citizens  with  Foreign  Medical  Education 
on  Standardized  Medical  Examinations,"   The  New  England  Journal  of  Medicine,  October  1$,  1978.  p.  858. 

114  Weinberg  and  Bell  cited  above,  provided  information  for  this  discussion. 

U5  The  official  accrediting  body  for  medical  schools  is  the  Liaison  Committee  on  Medical  Education 
(LCME).  which  is  recognized  for  this  purpose  by  the  U.S.  Commission  of  Educauon  and  the  Council  on 
Postsecondary  Accreditation.  Since  1906.  the  American  Medical  Association's  Council  on  Medical  Education  hai 
reviewed  education  programs  at  U.S.  medical  schools.  In  1942  the  Association  of  American  Medical  College! 
joined  the  AMA  Council  on  Medical  Educauon  in  establishing  LCME 
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certification  before  they  are  allowed  to  begin  postgraduate  (residency) 
training.  The  ECFMG  examination  is  a  one-day  test,  consisting  of  360 
NBMh  questions  of  which  five-sixths  arc  from  traditional,  clinical  fields 
and  the  remainder  from  the  basic  medical  sciences.  At  least  seven 
States,  however,  do  not  require  ECFMG  certification  or  waive  the 
requirements  for  Americans. 

ITie  waiver  is  most  often  available  for  U.S.  citizens  who  had  been 
students  at  foreign  medical  schools  and  who  are  being  sponsored  by  a 
medical  school  for  a  Fifth  Pathway  program.  This  program  provides  a 
year  of  supervised  training  at  individual  medical  schools  before  the 
student  enters  the  first  formal  year  of  postgraduate  (residency)  training. 
Such  students  have  usually  completed  the  formal  course  work  required 
by  a  foreign  medical  school,  but  have  not  received  the  degree  of  doctor 
of  medicine  because  they  have  not  completed  the  social  service  and/or 
internship  components  of  a  foreign  medical  education.116 

In  order  to  be  admitted,  Fifth  Pathway  students  are  required  to  pass 
a  screening  examination  satisfactory  to  the  medical  school  sponsoring 
the  program.  The  ECFMG  examination  and/or  Part  I  of  the  National 
Board  are  used  for  this  purpose.  In  some  instances,  Fifth  Pathway 
training  is  open  only  to  students  who  were  residents  of  the  State  at  the 
time  they  began  their  medical  study  abroad. 

Approximately  one-third  of  the  122  U.S.  medical  schools  offered 
Fifth  Pathway  clinical  internships  to  U.S.  citizens  in  1978. 117  The 
majority  of  schools  charge  tuition  for  the  program.  However,  some  form 
of  financial  aid  is  available  in  two- fifths  of  the  schools.  Fifth  Pathway 
programs  usually  include  some  didactic  courses  in  addition  to  rotations 
through  five  or  six  clinical  services. 

Some  States  will  grant  a  license  to  graduates  of  a  Fifth  Pathway 
program  and  will  permit  such  licensed  individuals  to  use  the  title 
'doctor  of  medicine."  For  the  academic  year  1977-1978,  U.S.  medical 
schools  received  approximately  2,400  applications  for  a  Fifth  Pathway 
clerkship,  offered  628  appointments,  and  enrolled  476  students,  of 
whom  399  successfully  completed  the  program.  In  1976-77,  1,339 
applications  for  Fifth  Pathway  clerkships  were  received  by  American 
schools,  378  applications  were  accepted,  368  students  enrolled,  and  357 
completed  the  program. 

C.  A  final  alternative  for  the  U.S.  citizen  who  graduates  from  a 
foreign  medical  school  and  who  wishes  to  practice  medicine  in  the 
United  States  is  to  receive  the  medical  degree  and  all  postgraduate 
training  abroad,  and  then  seek  licensure  in  this  country.  In  order  to  be 
licensed  for  independent  practice,  this  individual  must  pass  the 
Federation  Licensing  Examination  (FLEX)  sponsored  by  the  Federation 
of  State  Medical  Boards  and  administered  by  the  various  State  licensure 
boards.  The  FLEX  examination  is  a  three-day  test  composed  of  NBME 
test  items. 


116  "Medical  Education  in  the  United  States,  1977-78."  December  22/29.  1978.  p.  2826. 
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IV.  QUALITY  OF  EDUCATION  AT 
FOREIGN  MEDICAL  SCHOOLS 

Concern  has  been  expressed  with  the  quality  of  education  received  by 
students  enrolled  at  or  graduating  from  foreign  medical  schools,  the 
result  primarily  of  the  performance  of  students  and  graduates  of  foreign 
medical  schools  on  various  qualifying  examinations.  This  was,  in  part, 
the  motivation  for  Congress  including  in  P.L.  94-484  provisions  which 
would  restrict  the  entry  of  immigrant  medical  graduates  into  the 
country.  However,  as  discussed  below,  there  are  other  factors  to  be 
considered  in  issues  related  to  the  quality  of  medical  education, 
including  questions  of  background  of  students  and  quality  as  measured 
by  these  examinations. 

Weinberg  and  Bell,  in  an  article  published  in  The  New  England 
Journal  of  Medicine,  "Performance  of  United  States  Citizens  With 
Foreign  Medical  Education  on  Standardized  Medical  Examinations," 
report  that,  in  1977,  60  percent  of  U.S.  citizens  graduating  from  foreign 
medical  schools  failed  the  medical  portion  of  the  ECFMu  examination 
as  compared  to  an  expected  failure  rate  for  U.S.  medical  school 
graduates  of  only  2  to  3  percent,  if  such  students,  that  is,  were  required 
to  take  this  examination.  Thirty-eight  percent  of  U.S  citizens  graduating 
from  foreign  medical  schools  who  take  both  the  ECFMG  and  FLEX 
examinations  fail  the  latter.  The  mean  weighted  score  for  such 
graduates  on  FLEX  is  75.8,  while  that  for  graduates  of  U.S.  medical 
schools  is  80.1.118 

Weinberg  and  Bell  also  observed  a  tendency  toward  deterioration  of 
scores  from  Part  I  to  Part  II  to  Part  III  of  the  NBME  examinations  for 
U.S.  students  who  transfer  from  foreign  medical  schools.  In  addition, 
their  mean  scores  on  Parts  II  and  III  of  the  NBME  examinations 
(which  test  knowledge  of  clinical  sciences  and  clinical  competence, 
respectively)  were  significantly  lower  than  those  of  U.S.  graduates. 
Weinberg  and  Bell  note  it  is  possible  that  such  performance  is  due  to  a 
limitation  in  ability  of  those  who  were  not  admitted  to  the  freshman 
year  of  a  U.S.  medical  school  or  to  a  decrease  in  motivation  of  these 
students  after  being  admitted  to  advanced  standing,  or  to  inferior 
knowledge  of  the  basic  sciences.  As  a  group,  U.S.  citizens  graduating 
from  foreign  medical  schools  have  poorer  undergraduate  records  and 
qualifying  entrance  examination  (MCAT)  scores  than  students  admitted 
initially  to  American  medical  schools.  Weinberg  and  Bell  point  out  that 
one  can  not,  therefore,  conclude  that  the  difference  in  scores  on 
standardized  examinations  is  due  entirely  to  a  difference  in  the  quality 
of  U.S.  and  foreign  medical  education  programs.119 

Arnold  Relman  in  The  New  England  Journal  of  Medicine  raises  the 
question   as  to  the  meaning  and   significance   of  poor  examination 
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performance;  that  is,  do  written  examinations  really  provide  a  valid 
assessment  of  a  physician's  quality.120  He  observes  that  the  problem  of 
how  to  test  for  the  abilities  that  characterize  the  good  physician  has 
been  the  concern  of  medical  educators  and  evaluators  for  a  long  time 
and  lies  at  the  heart  of  debates  about  the  selection  of  medical  students. 
He  observes,  however,  that  the  cognitive  skills  and  information  base 
tested  by  objective  examinations  are  a  necessary  criterion  of  professional 
ability.  He  also  suggests  that  a  comparison  of  examination  results  from 
different  schools  and  countries  would  provide  a  more  thorough 
understanding  of  quality  of  education  available  at  foreign  medical 
schools.  According  to  the  National  Board  of  Medical  Examiners,  which 
prepares  the  ECPMG  exam,  97  or  98  percent  of  students  from  U.S. 
schools  would  be  expected  to  pass  on  their  first  try.  Eighty  percent  of 
the  American  candidates  from  Belgian  schools  passed  this  exam,  57 
percent  from  French  schools,  43  percent  from  Italian  schools,  36 
percent  from  Mexican  schools,  17  percent  from  Spanish  schools,  and 
less  than  6  percent  from  the  Universidad  Central  del  Este  (Dominican 
Republic).121 

Relman,  in  addition,  points  out  that  currently  no  organization  exists 
to  certify  the  quality  of  medical  schools  around  the  world.  That 
responsibility,  if  exercised  at  all,  remains  with  authorities  in  individual 
countries. 

Despite  the  implications  of  some  schools  that  they  are  accredited  by  virtue  of  being 
listed  in  the  WHO  (World  Health  Organization)  directory,  such  listing  simply  means 
recognition  of  the  existence  of  a  school  by  the  country  in  which  it  resides.122 

In  light  of  these  facts  as  well  as  assessments  that  the  supply  of 
physicians  in  U.S.  medical  schools  may  be  adequate  in  the  near  future, 
questions  might  be  raised  with  regard  to  the  appropriateness  of  policies 
which  might  encourage  U.S.  citizens  to  seek  enrollment  in  foreign 
medical  schools.  Such  policies  would  include  legislation  facilitating 
transfer  of  students  from  foreign  medical  schools,  the  COTRANS 
program  as  sponsored  by  the  Association  of  American  Medical 
Colleges,  and  the  Fifth  Pathway  program  as  proposed  by  the  AMA. 
Given  concern  about  the  quality  of  medical  education  provided  by 
foreign  medical  schools,  consideration  might  be  given  to  limiting  in 
some  way  the  impact  of  the  latter  two  programs;  by  establishing,  for 
example,  a  cut-ofr  date,  beyond  which  it  would  be  understood  that  no 
further  special  assistance  could  be  expected. 
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V.  REGULATIONS  PROPOSING  NEW  REQUIREMENTS 

OF  ELIGIBILITY  FOR  FOREIGN  MEDICAL  SCHOOLS  TO 

PARTICIPATE  IN  THE  U.S.  GUARANTEED  LOAN  PROGRAM 

At  present,  there  is  no  direct  Federal  financial  assistance  available  for 
U.S.  citizens  to  study  at  foreign  medical  schools.  However,  under  the 
Higher  Education  Act  amended  in  1972,  P.L.  92-318,  U.S.  citizens 
studying  in  selected  universities  in  foreign  countries  may  apply  to 
lenders  in  their  home  States  for  Federally  guaranteed  loans. 

An  educational  institution  located  outside  the  United  States  is  eligible 
to  apply  for  participation  in  the  Federal  Guaranteed  Student  Loan 
Program  (GSLP)  if  it  has  been  approved  by  the  Commissioner  of 
Education  as  comparable  to  an  institution  of  higher  education  or  a 
vocational  school  in  the  U.S.  Participation  in  the  GSLP  by  a  foreign 
educational  institution  means  that  its  students  who  are  citizens  or 
nationals  of  the  U.S.  may  apply  for  loans  from  eligible  lenders  under 
that  program. 

In  the  past,  the  Commissioner  of  Education  approved  foreign  medical 
schools  on  an  ad  hoc  basis  becuase  most  of  them  enrolled  very  few 
American  students.  According  to  the  Commissioner  of  Education, 
representatives  of  a  number  of  foreign  medical  schools  which  enroll 
large  numbers  of  American  citizens  have  recently  sought  the 
Commissioner's  approval  for  participation  in  the  GSLP  and  others  are 
expected  to  seek  such  approval  in  the  future. 

According  to  the  Commissioner  of  Education,  there  exists  at  present 
no  accrediting  agency  on  whose  opinion  the  Commissioner  can  rely  for 
purposes  of  evaluating  foreign  medical  schools.  No  organization 
comparable  to  a  nationally  recognized  accrediting  agency  makes  site 
reviews  of  foreign  medical  schools  or  makes  judgments  as  to  the 
content,  scope,  and  quality  of  the  training  offered.  According  to  the 
Commissioner  on  Education,  the  U.S.  Office  of  Education  does  not 
have  resources  to  undertake  such  reviews.123 

For  these  reasons,  regulations  have  been  proposed  by  the  Office  of 
Education  to  establish  procedures  and  criteria  by  which  foreign  medical 
schools  will  be  evaluated  for  purposes  of  determining  their  eligibility  to 
apply  for  participation  in  the  GSLP.  The  regulations  propose  an 
"output"  evaluation  for  foreign  medical  schools.  Specifically,  the 
regulations  require  that  at  least  95  percent  of  an  institution's  graduates 
who  are  citizens  of  the  U.S.  pass  the  ECFMG  examination,  for  the 
first-time  tested,  during  the  most  recent  24-month  period.  As  noted 
above  in  Part  IV  of  this  paper,  a  comparable  failure  rate  expected  for 
graduates  of  U.S.  medical  schools  is  2  to  3  percent;  that  is,  97  to  98 
percent  of  such  graduates  would  be  expected  to  pass  the  examination. 
The  regulations  observe  that  the  ECFMG  examination  was  selected, 

*  *  *  because  it  is  a  common  and  readily  accessible  examination  by  which  a  U.S. 
citizen  foreign  medical    graduate  may  qualify  for  entry  into  graduate  medical  education 
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in  the  United  States.  It  is  estimated  that  at  least  95  percent  of  the  graduates  of  any 
U.S.  medical  school  taking  the  ECFMG  examination  for  certification  purposes  would 
pass  the  examination  on  their  first  attempt  Therefore,  a  95  percent  ECFMG  pass  rate 
at  foreign  medical  schools  establishes  a  comparable  likelihood  that  the  graduates  of 
those  schools  may  successfully  enter  the  United  States  medical  health  care  delivery 
system  as  fully  licensed  physicians.124 

The  regulations,  in  addition,  indicate  that  this  comparability  test  would 
establish  a  comparable  likelihood  that  GSLP  loans  will  be  repaid  by 
students. 

A  foreign  medical  school  which  has  not  yet  graduated  two  classes  will 
be  unable  to  qualify  under  the  proposed  criteria.  Many  medical  schools 
located  in  the  Caribbean  will,  therefore,  be  ineligible  for  participation. 
In  addition,  foreign  medical  schools  will  need  to  demonstrate  that  they 
meet  a  number  of  other  basic  requirements,  such  as  being  listed  in  the 
World  Health  Organization  Directory  and  be  recognized  by  evaluative 
bodies  in  their  own  countries. 

In  the  case  where  a  previously  eligible  foreign  medical  school  loses  its 
eligibility,  those  students  who  received  loans  under  the  GSLP  while  the 
school  was  eligible  may  continue  to  receive  loans  for  the  remainder  of 
their  enrollment  at  the  school.  For  the  fall  enrollment  1977-78, 
approximately  5,000  U.S.  students  enrolled  at  about  100  foreign  medical 
schools  received  guaranteed  loans  under  this  program.125 

As  noted  above  in  Part  IV  of  this  paper,  60  percent  of  U.S.  citizens 
graduating  from  foreign  medical  schools  failed  the  ECFMG  in  1977. 
The  Association  of  American  Medical  Colleges  expects  that  only  a  small 
number  of  schools  will  be  able  to  qualify  for  participation  under  these 
rules.126  Given  the  considerations  of  concern  for  quality  of  education  at 
foreign  medical  schools,  also  discussed  above,  these  regulations  raise  the 
question  as  to  whether  uniform  standards  for  measuring  certain 
cognitive  skills  should  not  be  applied  to  all  students  graduating  from 
both  U.S.  and  foreign  medical  schools.  Does  any  other  standard 
encourage  U.S.  citizens  to  seek  enrollment  at  foreign  medical  schools? 
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THE  REGULATION  OF  THE  ENTRY  OF  FOREIGN 

MEDICAL  GRADUATES  (FMGs)  UNDER  THE 

IMMIGRATION  AND  NATIONALITY  ACT 

Introduction 

The  Congress  amended  the  Immigration  and  Nationality  Act127  in 
title  VI  of  the  Health  Professions  Educational  Assistance  Act  of  1976128 
to  regulate  the  entry  of  alien  physicians,  or  foreign  medical  graduates 
(FMGs),  seeking  both  permanent  and  temporary  admission  to  the 
United  States.  The  immigration  law  relating  to  the  entry  of  FMGs  was 
further  amended  by  the  Public  Health  Service  Act  amendments  of 
1977,129  largely  as  the  result  of  experience  in  administering  the  1976 
amendments.  The  1976  and  1977  amendments  were  principally  the 
products  of  the  Senate  Committee  on  Labor  and  Public  Welfare  and 
the  House  Committee  on  Interstate  and  Foreign  Commerce,  rather  than 
the  Judiciary  Committees,  which  have  primary  jurisdiction  over  the 
Immigration  and  Nationality  Act. 

These  amendments  to  the  Immigration  and  Nationality  Act  were  a 
departure  from  previous  law  and  policy  in  two  ways.  First,  they  made  it 
more  difficult  for  FMGs  to  enter  the  United  States,  in  contrast  to 
previous  law  and  administrative  policy  which  had  tended  to  encourage 
the  admission  of  alien  physicians.  Second,  they  departed  from  past 
practice  by  incorporating  certain  standards  relating  to  the  health 
profession  in  the  immigration  law,  thereby  legislating  at  the  Federal 
level  specific  criteria  which  alien  physicians  must  meet  in  order  to  enter 
the  United  States  for  the  purpose  of  practicing  medicine.  Such  criteria 
were  not  previously  a  part  of  the  immigration  process,  except  at  the 
administrative  level  in  a  less  stringent  form  for  FMGs  entering  graduate 
medical  education  programs  as  temporary  ("J")  exchange  visitors. 

The  following  discussion  of  the  1976  and  1977  amendments  to  the 
Immigration  and  Nationality  Act  pertaining  to  FMGs  is  divided  into 
four  sections.  The  first  section  is  a  orief  discussion  of  the  background  of 
the  amendments,  and  the  second  section  summarizes  them.  The 
provisions  in  their  current  form  appear  as  an  Appendix.  Section  III 
includes  an  overview  of  the  administration  of  the  current  provisions, 
and  a  more  detailed  discussion  of  the  qualifying  exams  required  by  the 
new  legislation  and  of  the  "substantial  disruption"  waiver  provision. 
Section  IV  is  a  brief  discussion  of  current  issues  relating  to  FMGs 
resulting  from  the  recent  amendments. 


127  Act  of  June  27,  1952,  as  amended;  8  U.S.C.  1101  et  sec. 
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L  Background  of  the  1976  and  1977  Amendments 

A.  THE  1976  AMENDMENTS 

The  concern  about  foreign  medical  graduates  (FMGs)  in  the 
mid-1970s  which  led  to  the  1976  amendments  to  the  Immigration  and 
Nationality  Act  focused  primarily  on  the  nature  of  their  impact  on  U.S. 
health  care,  and  secondarily  on  the  impact  on  the  countries  from  which 
they  came— the  "brain  drain"  issue.  Concern  about  the  impact  of 
FMGs  on  U.S.  health  care  encompassed  both  the  quality  of  the  health 
care  delivered  by  the  FMGs,  and  the  broader  policy  question  of  the 
wisdom  of  U.S.  reliance  on  FMGs  at  existing  and  projected  levels. 

The  Senate  Committee  on  Labor  and  Public  Welfare  observed  in  its 
1976  report  on  S.  3239: 

The  number  of  foreign  medical  graduates  (FMGs)  entering  the  United  States 
increased  remarkably  during  the  last  14  years.  In  1959,  FMGs  comprised  less  than  six 
percent  of  all  physicians  in  the  United  States.  By  1963,  that  percentage  increased  to 
10.7  percent  Today  it  is  20  percent  Recent  DHEW  projections  indicate  that  by  1990 
the  proportion  of  FMGs  in  the  U.S.  could  be  as  high  as  30  percent. 

In  1974,  more  than  one-fifth,  or  76,504,  of  all  physicians  in  the  United  States  were 
graduates  of  foreign  medical  schools.  About  one-third  (18,333)  of  all  interns,  residents 
and  other  physician  trainees  in  U.S.  hospitals  were  FMGs.  Over  half,  or  59  percent,  of 
all  physicians  newly  licensed  to  practice  in  1973  were  foreign  medical  graduates.130 

The  issue  of  the  quality  of  health  care  provided  by  FMGs  was 
addressed  as  follows  by  Senator  J.  Glenn  Beall  during  the  1976  Senate 
floor  debate: 

It  is  generally  felt,  although  research  is  inconclusive,  that  FMG's  overall  are  inferior 
to  U.S.  graduates.  As  the  American  Association  of  Medical  Schools  has  stated: 

"FMG's  undermine  the  process  of  auality  medical  education  in  this  country  and 
ultimately  pose  a  threat  to  the  quality  or  care  delivered  to  the  people.*  •  *  The  FMG 
scores  lower  and  has  higher  failure  rates  on  objective  type  examinations.  It  is  generally 
acknowledged,  although  not  proven,  that  the  medical  care  rendered  by  some  FMG's  is 
a  poorer  quality." 

Also,  many  FMG's  have  difficulty  with  the  English  language  and  this  is  particularly 
troublesome  because  medicine  requires  adequate  communication  between  the  patient 
and  the  physician  and  among  the  health  team  participating  in  life  and  death  struggles 
when  lime  does  not  allow  for  translations  or  misunderstandings.131 
Senator  Edward  Kennedy  commented  during  the  1976  floor  debate  on 
the  brain  drain  issue,  as  follows: 

An  equally  serious  concern  exists  that  the  United  States,  the  wealthiest  nation  in  the 
world,  is  in  the  position  of  obtaining  nearly  one-fourth  of  the  free  world's  foreign 
medical  graduates.  Since  some  foreign  nations  are  actively  opposing  emigration  of  large 
numbers  of  their  physicians,  and  the  administration  has  testified  that  further  enrollment 
increases  are  unnecessary,  it  is  desirable  that  the  practice  cease.  Even  beyond  the 
pragmatic  issues  of  need  and  foreign  relations,  there  is  a  moral  implication  asssociated 
with  importing  inexpensive  manpower  from  developing  countries  which  have  serious 
health  care  problems  and  manpower  shortages.  It  is  understandable  that  we  are  viewed 
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elsewhere  as  a  country  that  has  not  kept  its  stated  commitments  to  help  the  world's 
underdeveloped  nations  meet  their  health  care  needs.132 

These  were  the  primary  concerns  that  led  to  the  amendment  of  the 
Immigration  and  Nationality  Act  in  title  VI  of  the  Health  Professions 
Educational  Assistance  Act  of  1976,  enacted  by  the  94th  Congress.  This 
legislation  had  its  origins  in  legislation  passed  by  both  houses  but  not 
enacted  during  the  previous  Congress.  As  passed  by  the  Senate  during 
the  93d  Congress,  S.  3585,  the  Health  Professions  Educational 
Assistance  Act  of  1974,  would  have  amended  the  Immigration  and 
Nationality  Act  to  make  the  entry  of  certain  alien  physicians  into  the 
U.S.  contingent  upon  passage  of  specified  professional  examinations, 
demonstration  of  competency  in  the  English  language,  and  a  finding 
that  admission  would  not  lead  to  a  surplus  of  practitioners  in  a  specialty 
or  geographic  area.  Provision  was  made  for  a  temporary  waiver  in  the 
event  of  a  critical  need  for  the  alien's  services.133 

This  provision  was  contained  in  section  704  of  the  amendment  in  the 
nature  of  a  substitute  offered  by  Senators  Beall,  Taft,  and  Dominick  to 
S.  3585  as  it  was  reported  by  the  Senate  Committee  on  Labor  and 
Public  Welfare.  As  reported,  S.  3585  did  not  amend  the  Immigration 
and  Nationality  Act.  Considerable  concern  was  expressed  in  the  Senate 
report  about  FMGs,134  and  the  national  licensing  provisions  of  the 
reported  bill  were  intended,  among  other  things,  to  better  regulate  their 
practice. 

The  corresponding  bill  on  the  House  side,  H.R.  17084,  the  Health 
Manpower  Act  of  1974,  also  contained  no  provision  to  amend  the 
Immigration  and  Nationality  Act.  It  addressed  "the  problem  of  the 
increasing  influx  of  FMGs  into  the  United  States"  primarily  through  a 
provision  limiting  "the  number  of  first-year  residencies  available  in  this 
country  by  1978  to  125  percent  of  the  graduates  of  United  States 
medical  schools,"135  presumably  with  the  thought  that  this  would  also 
necessarily  limit  the  number  of  entering  FMGs.  H.R.  17084  was 
reported  by  the  House  Committee  on  Interstate  and  Foreign 
Commerce,  and  passed  by  the  House  as  S.  3585  on  December  12,  1974. 
Conferees  met  on  the  Senate-  and  House-passed  versions  of  S.  3585  on 
December  19,  1974,  but  were  unable  to  resolve  their  differences  before 
the  adjournment  of  the  93d  Congress. 

Legislative  action  on  related  legislation  continued  in  the  94th 
Congress,  on  S.  3239  on  the  Senate  side  and  H.R.  5546  on  the  House 
side.  The  Senate-passed  version  of  H.R.  5546  contained  amendments  to 
the  Immigration  and  Nationality  Act  similar  to  those  contained  in  the 
legislation  as  enacted,  and  were  summarized  in  the  conference  report  as 
follows: 

The  Senate  amendment  contained  provisions  which  amended  the  Immigration  and 
Nationality  Act  with  respect  to  the  eligibility  of  alien  physicians  to  immigrate  into  the 
United  States.  These  provisions  rendered  such  aliens  ineligible  for  preference  priorities 
under  section  203(aX3)  and  (6)  of  such  Act  (relating  to  preferences  for  persons  of 
exceptional  ability  in  the  sciences  or  the  arts  and  to  persons  capable  of  performing 
labor  for  which  a  shortage  exists  in  the  United  States)  and  for  the  nonpreference 
category,  unless  such  aliens  have  passed  Pans  1  and  II  of  the  National  Board  of 
Medical  Examiners    Examination  (or  an  equivalent  examination)  and    are  competent  in 
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the  English  language.  In  addition,  the  Senate  amendment  added  new  provisions  to  such 
Act  which  required  that  in  order  for  an  alien  physician  to  enter  the  United  States  on 
an  exchange  visitor  visa,  (a  so-called  "J-visa"),  he  must  (a)  participate  in  a  program 
sponsored  by  a  United  States  school  of  medicine  or  other  recognized  educational 
institution,  (b)  have  passed  parts  I  or  II  of  the  National  Board  of  Medical  Examiners 
Examination  or  an  equivalent  examination,  and  (c)  make  a  commitment  to  return  to 
the  country  of  his  ongin  upon  completion  of  his  education  in  the  United  States.  In 
addition,  such  alien  physician  may  not  participate  in  an  educational  program  in  the 
United  States  for  more  than  two  years  (with  provision  for  extension  01  this  period  for 
an  additional  year).  Until  December  jl,  1980,  these  additional  requirements  with 
respect  to  the  J-visa  program  would  not  preclude  participation  by  aliens  in  an 
accredited  program  of  graduate  training  in  a  medical  facility  where  such  program 
would  otherwise  be  substantially  disrupted.136 

The  House-passed  version  contained  no  comparable  provisions.  The 
conference  committee  accepted  the  Senate  provisions,  "with  technical 
amendments,  including  an  amendment  requiring  the  Secretary  of 
Health,  Education,  and  Welfare  to  develop  sufficient  data  to  enable  the 
Secretary  of  Labor  to  make  equitable  determinations  with  regard  to 
applications  for  labor  certifications  by  graduates  of  foreign  medical 
schools."137 

The  legislation  was  signed  into  law  as  P.L.  94-484  on  October  12, 
1976. 

B.  THE  1977  AMENDMENTS 

The  1976  amendments  to  the  Immigration  and  Nationality  Act 
relating  to  FMGs  embodied  substantive  policy  decisions  to  reduce  U.S. 
reliance  on  FMGs  and  to  equalize  the  professional  standards  applied  to 
U.S.  and  foreign  physicians.  In  the  words  of  the  conference  report  on 
the  related  1977  legislation,  "Amendments  to  the  Immigration  and 
Nationality  Act  made  last  year  were  intended  to  put  a  halt  to  abuses  of 
provisions  of  that  Act  whereby  thousands  of  alien  graduates  of  foreign 
medical  schools  who  were  ill-trained  by  United  States'  standards  were 
entering  this  country  in  order  to  practice  medicine."138 

The  1977  amendments,  in  contrast,  were  primarily  of  a  technical 
nature,  designed  to  address  a  series  of  problem  which  either  had  arisen 
or  were  foreseen  in  the  administration  of  the  1976  amendments. 
Probably  the  most  significant  of  these  difficulties  addressed  by  the  1977 
amendments  was  the  problem  arising  from  the  medical  examination 
requirements.  Quoting  from  the  1977  conference  report: 

The  Visa  Qualifying  Examination  (VQE)  developed  subsequent  to  the  1976 
amendments,  and  designated  as  the  equivalent  examination  to  Parts  I  and  II,  will  not 
be  administered  until  September,  1977.  The  results  of  that  examination  will  not  be 
available  until  late  in  1977  or  early  in  1978.  Thus,  as  things  now  stand,  because  Parts  I 
and  II  are  not  administered  outside  the  United  States,  it  is  impossible  for  alien 
physicians  to  qualify  for  an  immigrant  or  "J"  visa  to  enter  the  United  States  for 
residency  training  for  the  school  year  beginning  in  1977.  Consequently,  this  country  is 
in  the  anomalous  position  of  having  established  criteria  for  admission  of  physicians  for 
graduate  training  but  precluding  aliens  who  had  planned  to  accept  graduate  medical 
education  positions  in  July,  1977  from  satisfying  such  criteria.  As  a  result,  the 
conference  substitute    provides  that  the  effective  date    of  amendments  made  to  the  "J" 
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visa  program  by  the  Health  Professions  Educational  Assistance  Act  of  1976  and  by  the 
proposed  legislation  is  postponed  until  January  10,  1978.139 

Another  amendment,  the  exemption  from  the  medical  exam 
requirement  of  graduates  of  schools  accredited  by  a  body  approved  by 
die  Commissioner  of  Education  (i.e.,  graduates  of  U.S.  and  Canadian 
medical  schools),  was  a  legislative  recognition  of  a  step  taken 
administratively  by  the  Secretary  of  HEW.140  The  amendments 
exempted  alien  physicians  of  national  or  international  renown  from  the 
definition  of  "graduates  of  a  medical  school"  in  the  Immigration  and 
Nationality  Act,  thereby  facilitating  their  entry  under  the  amended  act. 
The  amendments  also  provided  that  an  alien  would  be  considered  to 
have  passed  Parts  I  and  II  of  the  NBME  exam  if  on  January  9,  1977  he 
was  fully  and  permanently  licensed  to  practice  medicine  in  a  State  and 
was  doing  so,  and  held  a  specialty  board  certification. 

In  short,  the  1977  amendments  relating  to  FMGs  consisted  primarily 
of  perfecting  amendments  to  the  1976  legislation.  They  included 
clarifications  and  simplifications  of,  and  exemptions  from,  the  1976 
provisions  amending  the  immigration  act,  as  well  as  conforming 
amendments  necessitated  by  other  unrelated  changes  in  the  immigration 
law.  The  1977  amendments  originated  in  H.R.  4975  as  reported  by  the 
Senate  Committee  on  Labor  and  Public  Welfare,  were  included  with 
some  modification  in  the  Senate-passed  version  of  H.R.  4975,  and  were 
expanded  bv  the  conference  committee.  The  1977  legislation  was  signed 
into  law  as  P.L.  95-83  on  August  1,  1977. 


139  Ibid.,  p.  29. 
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II.  Current  Law  Relating  to  the  Entry  of  Fmgs 

The  following  is  a  summary  of  those  provisions  of  the  Immigration 
and  Nationality  Act,  as  amended  to  the  present  time,  which  specifically 
pertain  to  the  permanent  and  temporary  entry  of  FMGs— in  other 
words,  of  the  1976  and  1977  amendments  to  the  immigration  law;  as 
well  as  of  related  provisions  of  the  1976  and  1977  legislation  which  did 
not  directly  amend  the  Immigration  and  Nationality  Act.  The  relevant 
portions  of  the  Immigration  and  Nationality  Act  as  well  as  other  related 

E revisions  of  P.L.  94-484  and  P.L.  95-83  appear  in  the  Appendix.  As 
ackground,  the  discussion  of  the  law  relating  to  FMGs  is  prefaced  by 
a  brief  explanation  of  the  Immigration  and  Nationality  Act. 

A.  BACKGROUND:   THE  IMMIGRATION   AND  NATIONALITY  ACT 

The  Immigration  and  Nationality  Act  defines  an  alien  as  "any  person 
not  a  citizen  or  national  of  the  United  States,"  and  sets  forth  the 
conditions  under  which  aliens  may  enter  and  remain  in  the  country.  A 
basic  distinction  is  made  between  immigrants  and  nonimmigrants. 
Immigrants  are  those  aliens  who  are  lawfully  admitted  for  permanent 
residence  and,  in  most  cases,  may  apply  for  U.S.  citizenship  after  five 
years  residence  here.  Irie  number  of  immigrants  who  may  enter 
annually  is  limited  to  290,000,  with  a  20,000  per-country  limit.  These 
restrictions  do  not  apply  to  certain  numerically  exempt  aliens  who,  for 
the  most  part,  are  the  immediate  relatives  of  U.S.  citizens. 

Numerically  restricted  immigrants  visas  are  distributed  according  to  a 
seven-category  preference  system.  Four  of  the  preference  categories 
provide  for  the  reunion  of  families  of  United  States  citizens  and 
permanent  resident  aliens.  Two  preference  categories  provide  for  the 
admission  of  professional,  skilled,  and  unskilled  workers  needed  in  the 
United  States.  One  preference  category  is  for  refugees.  Visas  not  used 
by  these  classes  of  immigrants  are  available  on  a  nonpreference  basis. 

The  work-related  preference  categories  are  third  preference,  which 
provides  for  the  admission  of  up  to  29,000  members  of  the  professions 
or  persons  of  exceptional  ability  in  the  sciences  and  arts  whose  services 
are  sought  by  United  States  employers  per  year;  and  sixth  preference, 
which  provides  for  the  admission  of  up  to  29,000  skilled  and  unskilled 
workers  in  short  supply  per  year.  Labor  certification  is  required  of 
third,  sixth,  and  some  nonpreference  immigrant  visa  applicants.  In 
order  for  an  alien  to  meet  this  requirement,  the  Secretary  of  Labor 
must  certify  that  there  are  not  sufficient  workers  in  the  United  States 
who  are  able,  willing,  qualified,  and  available  to  do  the  work  the  alien 
is  coming  to  perform,  and  that  the  alien's  employment  will  not 
adversely  affect  the  wages  and  working  conditions  of  U.S.  workers  who 
are  similarly  employed. 

Nonimmigrants  are  aliens  granted  temporary  admission  for  specific 
purposes,  and  are  required  to  leave  the  United  States  at  the  end  of 
their  allotted  time.  FMGs  entering  as  nonimmigrants  enter  primarily  as 
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"J"  exchange  visitors.  Certain  FMGs  may  enter  as  "H"  temporary 
workers,  although  in  much  smaller  numbers  than  was  possible  prior  to 
the  1976  amendments.  Alien  physicians  seeking  entry  as  nonimmigrants 
for  the  purpose  of  tourism  or  brief  business  trips  would  be  unaffected 
by  the  new  provisions  relating  to  FMGs.  As  with  immigrants,  the 
provisions  apply  only  to  aliens  seeking  admission  on  the  basis  of  their 
medical  skills  which  they  desire  to  practice  in  this  country. 

The  general  requirements  regarding  admission  under  the  Immigration 
and  Nationality  Act  apply  equally  to  alien  FMGs  as  well  as  to  all  other 
entering  immigrants  and  nonimmigrants.  These  provisions  and  their 
administration,  primarily  by  the  Departments  of  Justice  and  State,  are 
not  discussed  further  in  this  paper.  The  focus  of  the  following  is  on  the 
specific  legislative  requirements  relating  to  alien  FMGs  seeking 
admission  as  immigrants  and  nonimmigrants  under  the  provisions  of 
the  Immigration  and  Nationality  Act  which  were  added  by  P.L.  94-484 
and  P.L.  95-83. 

B.  IMMIGRANT  FMGS 

Certain  aliens  who  are  graduates  of  a  medical  school  and  who  are 
coming  to  the  United  States  principally  to  perform  services  as  members 
of  the  medical  profession  under  the  third  or  sixth  preference  or 
nonpreference  classifications  must,  as  conditions  of  their  entry:  (1)  have 
passed  parts  I  and  II  of  the  National  Board  of  Medical  Examiners 
(NBME)  Examination,  or  an  equivalent  examination  as  determined  by 
the  Secretary  of  HEW— and  the  Visa  Qualifying  Exam  (VQE)  has  been 
so  designated;  and  (2)  demonstrate  competence  in  oral  and  written 
English  (Sec.  212(a)(32)).141 

These  requirements  do  not  apply  to  aliens  who  are  graduates  of  a 
medical  school  accredited  by  a  body  approved  by  the  Commissioner  of 
Education,  including  to  date  only  U.S.  and  Canadian  medical  schools 
(Sec.  212(a)(32)).  Their  applicability  is  further  limited  by  the  new 
definition  or  "graduates  of  a  medical  school,"  which  excludes  "aliens 
who  are  of  national  or  international  renown  in  the  field  of  medicine'* 
(Sec.  101(a)(41)).  However,  all  FMGs  seeking  entry  as  immigrants  on 
the  basis  of  their  medical  skills  are  subject  to  the  labor  certification 
requirement. 

The  labor  certification  requirement  for  aliens  entering  on  the  basis  of 
their  occupational  skills  dates  back  to  1965.  The  provision  requires  that 
aliens  obtain  certification  from  the  Secretary  of  Labor  to  the  effect  that 
there  are  not  sufficient  U.S.  workers  with  similar  skills,  and  that  their 
admission  will  not  adversely  affect  the  wages  and  working  conditions  of 
U.S.  workers  who  are  similarly  employed  (Sec.  212(a)(14)).  The  1976 
Act  included  the  following  finding:  "The  Congress  further  finds  and 
declares  that  there  is  no  longer  an  insufficient  number  of  physicians 
and  surgeons  in  the  United  States  such  that  there  is  no  further  need  for 
affording  preference  to  alien  physicians  and  surgeons  in  admission  to 
the  United  States  under  the  Immigration  and  Nationality  Act" 
(P.L.  94-484,  Sec.  2(c)).    On  the  basis  of  this  finding,  physicians  and 


141  Section  references  are  to  the  Immigration  and  Nationality  Act  unless  otherwise  indicated  The  majority  of 
the  legislative  material  cited  appears  in  the  Appendix. 
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surgeons  were  removed  from  the  Department  of  Labor's  administrative 
Schedule  A,  under  which  they  had  been  given  blanket  labor 
certification  since  1966  on  the  basis  of  a  determination  by  the 
Department  of  Labor  that  there  was  a  nationwide  shortage  of  doctors. 

In  a  temporary  measure  not  amending  the  permanent  immigration 
law,  the  19/7  amendments  provided  that  an  alien  who  is  a  graduate  of 
a  medical  school  would  be  considered  to  have  passed  parts  I  and  II  of 
the  NBME  Exam,  if  he  (1)  was  on  January  9,  1977  a  doctor  of 
medicine  fully  and  permanently  licensed  to  practice  medicine  in  a  State, 
(2)  held  on  that  date  a  valid  specialty  ceruficate,  and  (3)  was  on  that 
date  practicing  medicine  in  a  State.  This  provision  applies  to  both  aliens 
seeking  permanent  entry  and  to  aliens  seeking  entry  under  the 
temporary  "J"  exchange  visitor  provision  discussed  below. 

All  the  1976  and  1977  amendments  relating  to  the  entry  of  FMGs  as 
immigrants  went  into  full  effect  on  January  10,  1977. 

C.  NONIMMIGRANT  FMGS 

(1)  "//"  temporary  workers.  The  principal  nonimmigrant  classification 
for  aliens  entering  the  United  States  as  temporary  workers  is  the  "H" 
classification,  referring  to  section  101(a)(15)(H)  of  the  Immigration  and 
Nationality  Act.  Under  the  recent  amendments,  FMGs  are  specifically 
and  almost  completely  barred  from  entry  under  the  H-2  and  H-3 
classifications,  relating  respectively  to  aliens  entering  for  employment  of 
a  temporary  nature  for  which  U.S.  workers  are  in  short  supply,  and  as 
trainees.  The  only  exception  would  be  for  alien  physicians  who  are  of 
"national  or  international  renown  in  the  field  of  medicine."  They  may 
be  eligible  for  H-2  entry,  as  well  as  for  H-l  entry,  discussed  below,  but 
presumably  by  definition  not  for  H-3  entry  as  trainees. 

The  H-l  category  pertains  to  aliens  of  distinguished  merit  and  ability 
who  are  coming  to  perform  services  of  an  exceptional  nature.  The  H-l 
classification  was  amended  in  1976  to  limit  its  use  by  FMGs  to  those 
who  were  coming  at  the  invitation  of  an  educational  or  research 
institution  for  the  purpose,  of  teaching  and/or  research.  While  this 
provision  was  not  further  amended  in  1977,  the  conference  report  on 
the  legislation  enacted  as  P.L.  95-83  indicated  that  it  was  the 
Congressional  intent  that  such  physicians  be  primarily  engaged  in 
teaching  and/or  research,  but  not  "solely"  engaged,  as  had  been 
construed  under  the  regulations  issued  by  the  Immigration  and 
Naturalization  Service  (INS).142  Accordingly,  the  INS  regulations  were 
amended  to  allow  for  the  admission  as  H-l  nonimmigrants  of  FMGs 
who  would  be  engaged  in  some  patient  care  provided  that  it  would  be 
incidental  to  teaching  or  research.143 

The  H-l  provision  had  previously  been  used  by  communities  and 
hospitals  which  were  unable  to  obtain  the  services  of  U.S.  physicians. 
This  particular  use  of  the  H-l  provision  is  no  longer  possible. 

(2)  "J"  exchange  visitors.  The  amendments  relating  to  the  entry  of 
FMGs  to  participate  as  nonimmigrant  exchange   visitors  in  graduate 


142  H.  Rept  95-500.  pp.  29-30. 

143  8  CFR  214.2(hX2XiiX1979). 
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medical  education  and  training  programs  under  section  101(a)(15XJ)  of 
the  Immigration  and  Nationality  Act  were  probably  the  most  significant 
in  terms  of  their  potential  impact  on  both  the  alien  participants  and  on 
U.S.  health  care.  FMGs  participating  in  these  programs,  generally 
referred  to  as  residency  programs,  play  an  important  role  in  U.S. 
hospital  staffing. 

Under  the  1976  and  1977  amendments,  an  FMG  seeking  entry  to 
participate  in  a  graduate  medical  education  or  training  program  must 
meet  the  following  requirements: 

(A)  An  accredited  school  of  medicine  or  of  another  health  profession  must  agree  in 
writing  to  provide  for  the  alien's  education  or  training,  or  to  assume  responsibility  for 
its  provision  by  an  appropriate  public  or  private  nonprofit  institution  or  agency.  When 
sucn  an  agreement  is  made  by  a  medical  school,  any  participating  affiliated  hospitals 
must  join  in  the  agreement 

(B)  Before  making  the  agreement  referred  to  above,  the  accredited  school  must  be 
satisfied  that,  unless  the  alien  is  a  graduate  of  an  appropriately  accredited  U.S.  or 
Canadian  medical  school,  he  has  passed  paits  I  and  II  of  the  National  Board  of 
Medical  Examiners  (NBME)  Examination,  or  its  designated  equivalent;  that  he  is 
competent  in  oral  and  written  English;  that  he  is  culturally  adaptable;  and  that  he  has 
adequate  prior  education  to  participate  satisfactorily  in  the  program  for  which  he  is 
coming. 

(C)  The  alien  must  make  a  commitment  to  return  upon  the  completion  of  his 
training  to  his  country  of  nationality  or  last  residence,  and  that  country  must  provide  a 
written  assurance,  satisfactory  to  the  Secretary  of  HEW,  that  there  is  a  need  for  the 
skills  he  will  acquire  through  his  U.S.  training. 

(D)  The  alien's  participation  in  the  program  for  which  he  is  coming  is  limited  to 
two  years,  with  allowance  for  an  extension  of  an  additional  year  upon  the  written 
request  of  the  home  country,  provided  the  accredited  school  responsible  for  his 
education  agrees  in  writing,  and  the  extension  is  for  the  purpose  of  continuing  the 
program  for  which  the  alien  came  to  the  United  States  (Sec.  212ij)  (1)). 

Under  the  1977  amendments,  the  effective  date  of  these  requirements 
was  postponed  from  January  10,  1977  until  January  10,  1978.  The  first 
two  requirements,  relating  to  the  assumption  of  responsibility  by  a 
medical  school  and  to  the  medical  and  English  competency 
requirements,  may  be  waived  until  December  31,  1980.  Such  a  waiver 
requires  a  showing  that  there  should  be  a  substantial  disruption  in  the 
health  services  provided  by  the  accredited  program  of  graduate  medical 
education  or  training  in  the  absence  of  the  alien  (Sec.  212(j)(2XA)). 
While  the  law  does  not  designate  the  agency  or  official  responsible  for 
granting  the  waiver,  it  requires  that  the  Attorney  General  ensure  that 
the  total  number  of  "J"  exchange  visitors  participating  in  medical 
education  programs  under  the  waiver  not  exceed  the  total  number 
participating  as  of  January  10,  1978  (Sec.  212(j)(2)(B)). 

In  response  to  the  brain  drain  issue,  the  1976  amendments  also 
amended  the  Immigration  and  Nationality  Act  to  provide  that  there  will 
be  no  exceptions  to  the  two  year  foreign  residence  requirement  for 
exchange  visitor  medical  graduates.  Under  the  amended  section  212(e) 
of  the  Act,  certain  exchange  visitors,  including  all  "who  came  to  the 
United  States  or  acquired  such  status  in  order  to  receive  graduate 
medical  education  or  training,"  are  prohibited  from  applying  for 
permanent  residence  or  for  adjustment  to  certain  work-related 
nonimmigrant  classifications  until  they  have  been  physically  present  in 
their  country  of  nationality  or  last  permanent  residence  for  at  least  two 
years  following  their  departure  from  the  United  States.  This 
amendment  is  applicable  to  all  "J"  exchange  medical  graduates  who 
entered  on  or  after  January  10,  1977. 


III.  Administration 

At  the  Federal  level,  the  Departments  of  Justice,  State,  HEW  and 
Labor,  and  the  International  Communication  Agency  are  involved  in 
the  administration  of  the  various  provisions  relating  to  the  entry  of 
foreign  medical  graduates.  The  FMG  seeking  entry  as  an  immigrant  or 
as  an  "H-l"  nonimmigrant  follows  the  general  procedures  which  apply 
to  the  classification  under  which  he  is  seeking  entry,  with  the  additional 
requirements  or  limitations  imposed  by  his  FMG  status.  These 
procedures  are  administered  primarily  by  the  Department  of  Justice's 
immigration  and  Naturalization  Service,  and  by  the  Department  of 
State's  Bureau  of  Consular  Affairs. 

Labor  certification  for  alien  physicians  seeking  admission  as  immi- 
grants on  the  basis  of  their  occupational  skills  is  administered  by  the 
Labor  Department,  based  on  information  supplied  by  the  Department 
of  HEW  for  this  purpose,  as  required  by  P.L.  94-484,  Sec.  906.  The 
Labor  Department  expects  to  publish  proposed  rules  in  July  1979  which 
would  place  physicians  and  surgeons  on  the  Schedule  A  precertification 
list  (i.e.,  automatic  labor  certification),  in  areas  of  short  supply  as 
determined  by  HEW.  Case-by-case  labor  certification  determinations 
will  continue  to  be  made  by  the  Labor  Department's  Employment  and 
Training  Administration  in  areas  where  physicians  and  surgeons  are  not 
determined  to  be  in  short  supply.144 

In  general,  the  role  of  the  Department  of  Health,  Education,  and 
Welfare  in  the  administration  of  the  amendments  relating  to  FMGs  has 
been  advisory  or  consultative.  The  Health  Resources  Administration  has 
been  primarily  responsible  for  HEW's  administration  of  this  legislation. 

The  primary  responsibility  for  the  "J"  exchange  visitor  program  rests 
with  the  International  Communication  Agency,  where  it  was  transferred 
from  the  Department  of  State  by  Reorganization  Plan  No.  2  of  1977. 
The  International  Communication  Agency  (ICA),  and  before  it,  the 
Department  of  State,  has  delegated  much  or  its  responsibility  for  "J" 
exchange  medical  graduates  to  a  private  nonprofit  organization,  the 
Educational  Commission  for  Foreign  Medical  Graduates  (ECFMG), 
located  in  Philadelphia,  Pa.  This  Commission,  characterized  in  1977  by 
Deputy  Assistant  Secretary  of  State  Christian  A.  Chapman  as 
representing  "the  medical  education  community"  in  this  field,145  was 
described  as  follows,  based  on  a  letter  from  the  Associate  Director  of 
ECFMG: 

The  ECFMG  is  a  private,  nonprofit  organization,  established  to  test  and  evaluate 
foreign  medical  graduates  to  help  ensure  that  they  are  qualified  to  participate  in  the 
care  of  patients  in  United  States  hospitals  and  to  benefit  from  the  educational 
opportunities  that  accompany  such  appointments.  By  agreement  with  the  Department  of 
State,  the  ECFMG  monitors    the  training  programs    of  alien  physicians  who  participate 

144  Phone  conversation   with   Mr.   Nador   Kertai,   Labor  Certification,   ETA.   Department  of  Labor,  June   9, 
1979. 

145  Testimony  before  the  House  Judiciary  Subcommittee  on  Immigration,  Citizenship  and  International  Law, 
Mar.  24,  1977,  p.  1. 
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in  the  Exchange-Visitor  program.  Letter  from  Dr.  Frank  W.  McKee,  Associate  Director 
of  ECFMG,  to  Dan  P.  Danilov  (Oct  3,  1977).146 

The  ECFMG  also  functions  as  an  umbrella  sponsor  for 
non-government  graduate  residency  programs  for  the  medical  clinical 
training  of  "J"  exchange  visitors.147  The  Deputy  Assistant  Secretary  of 
State  noted  at  1977  hearings: 

In  an  effort  to  correct  these  [past]  abuses,  and  after  extensive  discussions,  the 
Department,  in  December  1971,  entered  into  an  agreement  with  the  Commission  on 
Foreign  Medical  Graduates  wherein  the  latter  acreed  to  take  over  the  general 
management,  supervision  and  documentation  of  FMGs  coming  to  this  country  to 
pursue  internships,  residencies,  and  other  types  of  training  involving  a  patient  care 
situation.  The  sponsorship  of  over  900  individual  Exchange  Visitor  Programs  was  thus 
assigned  to  one  organization,  the  Commission  on  Foreign  Medical  Graduates.148 
In  the  mid-1970s,  the  Commission  on  Foreign  Medical  Graduates 
merged  with  the  Educational  Council  for  Foreign  Medical  Graduates, 
forming  the  Educational  Commission  for  Foreign  Medical  Graduates, 
which  "is  responsible  for  sponsoring,  counseling  and  testing  FMGs."149 

A  related  account  of  the  historical  background  of  ECFMG's  role  is 
contained  in  the  ICA  regulations  under  the  subheading 
"Exchange-Visitor  sponsorship  for  programs  in  which  the  alien  receives 
graduate  medical  education  or  training, '  as  follows: 

(i)  Any  alien  physicians  who  is  coming  to  the  United  States  as  an  Exchange-Visitor 
to  participate  in  a  program  under  which  the  physician  will  receive  graduate  medical 
education  or  training  must  be  documented  by  trie  Educational  Commission  for  Foreign 
Medical  Graduates  with  a  Certificate  of  Eligibility  for  Exchange- Visitor  Status  (Form 
IAP-66). 

(ii)  The  Department  of  State  entered  into  an  agreement  with  the  Educational 
Commission  for  Foreign  Graduates  in  1971  whereby  the  latter  was  designated  the 
authority  to  administer  the  issuance  of  the  Form  IAP-66  in  all  cases  involving  the 
admission,  certification,  transfer  or  extension  of  stay  for  foreign  physicians  in  Exchange- 
Visitor  status  who  are  receiving  graduate  medical  education  or  training  as  defined 
above.150 

In  addition  to  the  requirements  specifically  set  forth  in  the  law, 
ECFMG  certification  "requires  that  applicants  must  have  met  the 
educational  requirements  (or  received  licensure)  to  practice  medicine  in 
the  country  where  they  received  their  medical  education."151  Thus,  it  is 
possible  for  an  alien  to  pass  the  examinations  required  under  the  law, 
and  still  not  be  eligible  for  the  ECFMG  certification  required  by  all 
accredited  residency  training  programs. 

The  ECFMG  also  plays  a  major  role  in  the  administration  of  the 
medical  and  English  competency  exams  required  by  the  law,  and  in  the 
issuance  of  waivers  of  certain  requirements  for  "J'  exchange  visitors  in 
the  case  of  "substantial  disruption"  of  health  care  services.  The 
qualifying  exams  and  substantial  disruption  waivers  are  discussed  below. 


146  Allen  E  Kaye,  Dan   P.  Danilov,  and  Laurier  B.  McDonald.   "Alien  Physicians  and  Their  Admission  to 
the  United  Stales,"  San  Diego  Law  Review,  Vol.  16.  Dec.  1978,  p.  60  ftnt  30. 

147  Phone  conversations  with  the  ECFMG   representative  of  the  Association  of  American  Medical  College!, 
June  28,  1979,  and  with  Mr.  Tony  Cook.  ICA,  June  29,  1979. 

148  Deputy    Assistant    Secretary    of    State    Christian    Chapman,     Testimony    before    the    House    Judidary 
Subcommittee  on  Immigration,  Mar.  24,  1977,  p.  8. 

149  Ibid.,  p.  9. 

150  22  CFR  514.13(aX2);  44  Federal  REglsier  18010,  Mar.  26.  1979. 

151  Memorandum   from   ECFMG    Executive   Director  to   American    Consular   and   Diplomatic   Ports;   District 
Offices,  U.S.  Immigration  and  Naturalization  Service,  Oct.  19,  1978,  p.  3. 
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A.  MEDICAL  AND   ENGLISH  COMPETENCY  EXAMS 

At  the  request  of  the  Department  of  HEW,  the  National  Board  of 
Medical  Examiners  developed  an  examination  equivalent  to  the  NBME 
exam,  parts  1  and  II.  The  development  of  an  alternative  exam  to  the 
one  specified  in  the  legislation  as  a  requirement  for  entry  by  certain 
FMGs  either  as  immigrants  or  "J"  exchange  visitors  was  necessary  in 
part  because,  under  the  policy  of  the  NBME,  graduates  of  medical 
schools  located  outside  the  United  States  and  Canada  are  not  eligible  to 
take  the  NBME  part  I  and  part  II  examination. 

For  the  purposes  of  the  new  law,  the  Secretary  of  HEW  has 
determined  that  a  special  two-day  examination  is  the  equivalent  of  the 
NBME  exam,  parts  I  and  II.152  The  exam,  known  as  the  Visa  Qualifying 
Exam  (VQE),  is,  according  to  an  ECFMG  description,  "composed  of 
approximately  equal  proportions  of  basic  science  and  clinical  science 
test  items  in  their  customary  multiple-chose  format."153  The  VQE  exam 
is  administered  by  the  ECFMG  in  cooperation  with  the  NBME. 
Beginning  in  September  1977,  it  has  been  given  annually.  The  next 
examination  is  to  be  given  September  5-6,  19/9.154 

In  order  to  take  the  VQE,  an  alien  physician  must  have  passed  the 
ECFMG  English  competence  test  within  two  years  preceding  the 
deadline  for  receipt  of  applications  to  take  the  VQE.  English  tests  are 
given  by  ECFMG  in  January  and  July  of  each  year.  An  alternative 
English  competency  test  is  the  Test  of  English  as  a  Foreign  Language 
(TOEFL).  However,  an  alien  must  previously  have  taken  an  ECFMG 
English  test,  as  the  ECFMG  test  score  is  used  as  the  standardby  which 
the  alien's  performance  on  TOEFL  is  evaluated.155 

According  to  an  article  in  the  New  England  Journal  of  Medicine,  of 
the  4,611  FMGs  who  took  the  first  VQE  in  September  1977,  1,163,  or 
25.2  percent,  passed  both  the  medical  segment  and  the  English 
proficiency  exam.156  Figures  from  ECFMG  on  the  3,217  FMGs  talcing 
the  VQE  exam  in  September  1978  indicate  mat  a  total  of  945,  or  29.4 
percent,  passed.  This  figure  includes  211  who  passed  a  portion  of  the 
exam  they  had  previously  failed.157 

B.  DETERMINATION  OF  SUBSTANTIAL  DISRUPTION 

The  law  provides  for  a  waiver  in  the  case  of  "J"  exchange  visitors  of 
the  requirements  that  responsibility  for  their  training  programs  be 
assumed  by  an  accredited  medical  school,  and  that  they  pass  the 
medical  and  English  competency  exams.  The  waiver  is  contingent  upon 
a  determination  that  there  would  be  a  substantial  disruption  of  health 
services  as  the  result  of  the  alien's  inability  to  participate  due  to  his 
failure  to  meet  the  requirements.  The  Attorney  General  is  required  to 
ensure  that  the  total  number  of  aliens  participating  under  the  waiver 
not  exceed  the  number  participating  in  medical  exchange  visitor 
programs  as  of  January  10,  1978.  The  waiver  provision  is  a  temporary 
one,  terminating  on  December  31,  1980. 


152  42  Federal  Register  45037,  Sept  8,  1977. 

153  ECFMG.  "Special  Administration  of  ECFMG  English  Test,"  Nov.  1977,  p..  1. 

154  44  Federal  Register  18011.  Mar.  26.  1979. 

155  Key.   et  al.,   op.   ciL,   p.  66.    Their  source  Is   Information   Booklet,   Visa   Qualifying   Examination   1978 
(published  by  the  ECFMG). 

156  Peter  Way.  Lynn  Jensen  and  Louis  Goodman.  "Foreign  Medical  Graduates  and  the  Issue  of  Substantial 
Disruption  of  Medical  Service."  New  England  Journal  of  Medicine,  Vol.  299,  Oct.  5,  1978,  p.  747. 

157  Phone  conversation  with  ECFMG,  June  26,  1979. 
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The  Department  of  HEW  developed  criteria  and  numerical 
limitations  for  the  issuance  of  waivers  for  use  by  the  International 
Communication  Agency  (ICA),  which  is  responsible  for  the 
administration  of  the  "J"  exchange  visitor  program.  According  to  the 
article  in  the  New  England  Journal  of  Medicine  cited  above,  "Although 
the  details  of  the  four  waiver  categories  vary,  programs  with  high  levels 
of  foreign  medical  graduates  will  in  most  cases  qualify  under  one  or 
another  of  these  categories."158 

The  waiver  provision  is  primarily  administered  by  the  ECFMG. 
Quoting  from  the  ICA  regulations: 

(ii)  The  Educational  Commission  for  Foreign  Medical  Graduates  currenUy 
administers  the  issuance  of  certificates  of  eligibility  for  exchange  visitor  visas  for  alien 
physicians  coming  to  the  United  States  to  receive  graduate  medical  education  or 
training.  The  Educational  Commission  for  Foreign  Medical  Graduates  has  the  most 
complete  data  on  alien  physicians.  'ITierefore,  the  Commission  will  process  waiver 
requests  under  the  "substantial  disruption"  provision  of  Pub.  L.  94-484,  as  amended, 
within  criteria  to  be  provided  by  the  International  Communication  Agency  on  advice 
from  the  Department  of  Health,  Education,  and  Welfare.  These  criteria  and  limits  by 
which  medical  institutions  and  hospitals  can  predictably  obtain  waivers  on  a  case-by- 
case  basis  will  be  for  the  period  January  10,  1978  through  December  31,  1980.  Medical 
institutions  and  hospitals  should  submit  the  necessary  data  to  the  Educational 
Commission  for  Foreign  Medical  Graduate  to  demonstrate  that  the  criteria  have  been 
met  and  the  limits  maintained.  The  issuance  of  eligibility  certificates  (IAP-66)  by  the 
Educational  Commission  for  Foreign  Medical  Graduates  constitutes  the  granting  of  a 
waiver  under  the  "substantial  disruption"  provision  of  the  law.159 
In  the  case  of  a  negative  decision,  an  appeal  may  be  made  to  the 
Substantial  Disruption  Waiver  Appeals  Board,  which  is  chaired  by  the 
Administrator,  Health  Resources  Administration,  DHEW. 

Waivers  issued  under  the  appeals  procedure  are  referred  to  as  tier  II 
waivers,  as  opposed  to  tier  I  waivers  issued  by  ECFMG.  Tier  I  waivers 
fall  within  one  of  four  categories  defined  by  DHEW,  and  also  require 
an  agreement  by  the  hospital  requesting  the  waiver  to  phasedown  the 
total  number  of  FMGs  used  by  10  to  20  percent  a  year.160  Tier  II 
waivers  are  issued  to  hospitals  which  do  not  fall  within  one  of  the 
waiver  categories  or  which  are  unable  to  meet  the  numerical 
requirements.  According  to  DHEW,  no  tier  II  waivers  were  requested 
in  1978.  As  of  June  18,  1979,  a  total  of  13  tier  II  waivers  involving  47 
positions  had  been  requested.  As  of  July  12,  1979,  three  of  the  requests, 
involving  23  positions,  had  been  approved. 


158  Way,  et  al.,  op.  ciu  p.  751.  We  have  as  yet  been   unable  to  obtain  from  ECFMG  statistic*  on  the 
number  of  tier  1  waivers  requested,  granted,  and  denied  in  1978  and  1979  to  date. 


159  22  CFR  514.13(aX5Kii);  44  Federal  Register  18012,  Mar.  26.  1979. 

160  Emily  Friedman.  "FMGs,  hospitals.  P.L  94-484,  and  the  future," 


Hospitals,  June  16,  1979,  p.  77. 


IV.  Current  Issues 

1.  Probably  the  major  issue  which  may  be  expected  to  arise  in  a 
future  consideration  or  the  FMG  amendments  to  the  Immigration  and 
Nationality  Act  is  the  limitation  on  the  duration  of  stay  of  lT'  exchange 
visitors  to  two  years,  with  a  possible  extension  of  an  additional  year. 
According  to  both  Mr.  Tony  Cook  of  the  ICA  and  Dr.  Ray  Casterline, 
Executive  Director  of  the  ECFMG,  three  years  is  too  short  a  period  for 
the  completion  of  many  graduate  medical  education  programs.  ICA  is 
reportedly  planning  to  submit  draft  legislation  to  permit  "J"  exchange 
students  to  remain  here  for  the  duration  of  the  program  for  which  they 
were  admitted.  This  provision  has  not  yet  had  an  impact  because  of  the 
delayed  effective  date  of  the  "J"  requirements  until  January  10,  1978. 

2.  FMGS  are  of  major  importance  in  certain  states  and  general 
geographical  areas;  in  certain  specialty  areas;  and  generally  in  large 
hospitals.  The  New  England  Journal  of  Medicine  article  referred  to 
above  identifies  Illinois,  New  York,  and  New  Jersey  as  the  states  with 
the  heaviest  reliance  on  FMGs,  with  more  than  40  percent  of  their 
residency  positions  filled  by  them.  In  general,  FMGs  in  graduate 
medical  education  positions  are  highly  concentrated  "in  large 
metropolitan  areas  in  the  North  and  East  and  *  *  *  in  state  and  county 
hospitals."161  With  regard  to  specialty  areas,  FMGs  filled  more  than  30 
percent  of  the  positions  in  nine  specialties:  anesthesiology,  child 
psychiatry,  general  practice,  nuclear  medicine,  occupational  medicine, 
pathology,  physical  medicine  and  rehabilitation,  psychiatry,  and 
therapeutic  radiology.162 

The  New  England  Journal  of  Medicine  analysis  notes  that  "a  number 
of  states,  specialty  programs  and  types  of  hospitals  could  lose  the  source 
of  20  percent  or  more  of  their  staffs  over  the  next  several  years."163  The 
authors  conclude,  "The  question  now  is  whether  the  transition  over  the 
next  several  years  to  a  decreased  dependence  on  foreign  physicians  can 
be  accomplished  with  a  minimum  of  confusion  and  disruption  of 
medical  services,  even  with  the  allowance  for  a  waiver  of  some  of  the 
restrictions  on  the  entry  of  exchange  visitors."164  The  impact  of  the 
provisions  which  have  the  effect  of  limiting  the  number  of  FMGs 
entering  the  country,  and  particularly  of  the  expiration  of  the  waiver  for 
certain  requirements  for  'J"  exchange  visitors  on  December  31,  1980, 
on  shortage  areas  and  specialties  is  an  issue  which  may  be  expected  to 
increase  in  importance  as  the  expiration  date  for  the  waiver  draws 
nearer. 

3.  The  FMG  amendments  to  the  Immigration  and  Nationality  Act 
have  resulted  in  a  very  complex  diversification  of  responsibility  at  both 
the  Congressional  level  and  among  the  different  Federal  agencies 
involved  in  administration  of  the  law.  At  the  Congressional  level,  the 


ay,  et  au  c 

162  Ibid.,  p.  749. 

163  Ibid.,  p.  750. 

164  Ibid.  p.  751. 
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Judiciary  Committees  have  oversight  jurisdiction  over  legislative 
provisions  which,  except  for  those  relating  to  the  brain  drain  issue,  are 
essentially  intended  to  address  complex  problems  in  the  health  area. 
The  Judiciary  Committees  also  handle  private  bills  seeking  relief  from 
these  provisions. 

A  related  situation  exists  at  the  Executive  Branch  level.  Because  of 
their  involvement  with  the  administration  of  the  Immigration  and 
Nationality  Act,  the  Departments  of  Justice  and  State,  and  particularly 
the  Department  of  Labor  and  the  International  Communicauon  Agency 
are  administering  legislation  relating  essentially  to  health  manpower 
requirements  and  professional  standards,  with  which  they  have  little 
expertise.  The  question  arises  as  to  whether  or  not  it  might  be  possible 
and/or  appropriate  to  recast  the  legislation  in  order  to  give  more  direct 
responsibility  for  the  administration  of  the  provisions  of  the 
Immigration  and  Nationality  Act  specifically  relating  to  FMGs  to  the 
Department  of  Health,  Education,  and  Welfare.  At  the  same  time  it 
might  be  possible  to  simplify  the  legislation  and  to  reduce  the  number 
of  Federal  agencies  involved  in  its  administration. 


Appendix 


CURRENT  LAW  RELATING  TO   FMGS 


The  current  law  relating  to  the  entry  of  alien  physicians,  or  foreign 
medical  graduates  (FMGs).  resulting  from  the  1976' (P.L.  94-484)  and 
1977  (P.L.  95-83)  amendments  to  the  Immigration  and  Nationality  Act, 
and  related  amendments,  is  shown  below  in  two  parts.  Part  A  consists 
of  the  Immigration  and  Nationality  Act  as  amended,  with  the  1976  and 
1977  amendments  in  italics.  Brackets  indicate  deletions.  The  law  is 
presented  according  to  the  numerical  sequence  of  the  sections  of  the 
Immigration  and  Nationality  Act.  Part  B  indicates  1976  and  1977 
amendments  relating  to  the  entry  of  FMGs  which  are  either  currently 
in  effect  or  have  not  since  been  superseded,  which  did  not  directly 
amend  the  Immigration  and  Nationality  Act,  but  relate  cither  to  the 
amendments  which  did  (e.g.,  effective  dates,  etc.)  or  to  the  general  issue 
of  FMGs  (e.g.,  the  finding"  that  a  national  shortage  of  doctors  no  longer 
exists). 

A.  The  Immigration  and  Nationality  Act,  as  Amended 
Section  101.  (a)  As  used  in  this  Act — *  *  * 
(15)  The  term  "immigrant"  means  even'  alien  except  an  alien  who  is 

within  one  of  the  following  classes  of  nonimmigrant  aliens — *  *  * 

(H)  an  alien  having  a  residence  in  a  foreign  country  which  he 
has  no  intention  of  abandoning  (i)  who  is  of  distinguished  merit 
and  ability  and  who  is  coming  temporarily  to  the  United  States  to 
perform  services  of  an  exceptional  nature  'requiring  such  merit  and 
ability,  and  who,  in  the  case  of  a  graduate  of  a  medical  school 
coming  to  the  United  States  to  perform  services  as  a  member  of  the 
medical  profession,  is  coming  pursuant  to  an  invitation  from  a  public 
or  nonprofit  private  educational  or  research  institution  or  agency  in 
the  United  Slates  to  teach  or  conduct  research  or  both  at  or  for 
such  institution  or  agency,  or  (ii)  who  is  coming  temporarily  to  the 
United  States  to  perform  temporary  services  or  labor,  if 
unemployed  persons  capable  of  performing  such  service  or  labor 
cannot  be  found  in  this  country,  but  this  clause  shall  not  apply  to 
graduates  of  medical  schools  coming  to  the  United  Stales  to  perform 
services  as  members  of  the  medical  profession',  or  (iii)  who  is  coming 
temporarily  to  the  United  States  as  a  trainee,  other  than  to  receive 
graduate  medical  education  or  training',  and  the  alien  spouse  and 
minor  children  of  any  such  alien  specified  in  this  paragraph  if 
accompanying  him  or  following  to  join  him.*  *  * 

(J)  an  alien  having  a  residence  in  a  foreign  country  which  he  has 
no  intention  of  abandoning  who  is  a  bona  fide  student,  scholar, 
trainee,  teacher,  professor,  research  assistant,  specialist,  or  leader  in 
a  field  of  specialized  knowledge  or  skill,  or  other  person  of  similar 
description,  who  is  coming  temporarily  to  the  United  States  as  a 
participant  in  a  program   designated  by  the  Secretary   of  State,  for 
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the    purpose    of    teaching,    instructing    or    lecturing,    studying, 

observing,  conducting  research,  consulting,   demonstrating  special 

skills,  or  receiving  training  and  who,  if  he  is  coming  to  the  United 

Stales  to  participate    in  a  program    under   which    he    will   receive 

graduate  medical  education  or  training,  also  meets  the  requirements 

of  section  212(f),  and  the  alien  spouse  and  minor  children  of  any 

such  alien  if  accompanying  him  or  following  to  join  him.*  *  * 

(41)  The  term  "graduates  of  a  medical  school  means  aliens  who  have 

graduated  from   a   medical  school  or  who   have   qualified   to  practice 

medicine  in  a  foreign  state,  other  than  such  aliens  who  are  of  national  or 

international  renown  in  the  field  of  medicine .*  *  * 

Section  212.  (a)  Except  as  otherwise  provided  in  this  Act,  the 
following  classes  of  aliens  shall  be  ineligible  to  receive  visas  and  shall 
be  excluded  from  admission  into  the  United  States.*  *  * 

(32)  Aliens  who  are  graduates  of  medical  school  not  accredited  by  a 
body  or  bodies  approved  for  the  purpose  by  the  Commissioner  of 
Education  (regardless  of  whether  such  school  of  medicine  is  in  the  United 
Stales)  and  are  coming  to  the  United  States  principally  to  perform 
services  as  members  of  the  medical  profession,  except  such  aliens  who 
have  passed  parts  I  and  II  of  the  National  Board  of  Medical  Examiners 
Examination  (or  an  equivalent  examination  as  determined  by  the 
Secretary  of  Health,  Education,  and  Welfare)  and  who  are  competent  in 
oral  and  written  English  The  exclusion  of  aliens  under  this  paragraph 
shall  apply  to  preference  immigrant  aliens  described  in  section  203(a)(3) 
and  (6)  and  to  nonpreference  immigrant  aliens  described  in  section 
203(a)(8).*  *  * 

Section  212.  (e)  No  person  admitted  under  section  101(a)(15)(J)  or 
acquiring  such  status  after  admission  [whose  (i)]  (i)  whose  participation 
in  the  program  for  which  he  came  to  the  United  States  was  financed  in 
whole  or  in  part,  directly  or  indirectly,  by  an  agency  of  the  Government 
of  the  United  States  or  by  the  government  of  the  country  of  his 
nationality  or  his  last  residence,  [or]  (ii)  who  at  the  time  of  admission  or 
acquisition  of  status  under  section  101(a)(15)(J)  was  a  national  or 
resident  of  a  country  which  the  Secretary  of  State,  pursuant  to 
regulations  prescribed  by  him,  had  designated  as  clearly  requiring  the 
services  of  persons  engaged  in  the  field  of  specialized  knowledge  or  skill 
in  which  the  alien  was  engaged,  or  (Hi)  who  came  to  the  United  States 
or  acquired  such  status  in  order  to  receive  graduate  medical  education  or 
training,  shall  be  eligible  to  apply  for  an  immigrant  visa,  or  for 
permanent  residence,  or  for  a  nonimmigrant  visa  under  section  101(a) 
(15)(H)  or  section  101(a)(15)(L)  until  it  is  established  that  such  person 
has  resided  and  been  physically  present  in  die  country  of  his  nationality 
or  his  last  residence  for  an  aggregate  of  at  least  two  years  following 
departure  from  the  United  States:  PROVIDED,  That  upon  the 
favorable  recommendation  of  the  Secretary  of  State,  pursuant  to  the 
request  of  an  interested  United  States  Government  agency,  or  of  the 
Commissioner  of  Immigration  and  Naturalization  after  he  has 
determined  that  departure  from  the  United  States  would  impose 
exceptional  hardship  upon  the  alien's  spouse  or  child  (if  such  spouse  or 
child  is  a  citizen  of  the  United  States  or  a  lawfully  resident  alien),  or 
that  the  alien  cannot  return  to  the  country  of  his  nationality  or  last 
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residence  because  he  would  be  subject  to  persecution  on  account  of 
race,  religion,  or  political  opinion,  the  Attorney  General  may  waive  the 
requirement  of  such  two-year  foreign  residence  abroad  in  the  case  of 
any  alien  whose  admission  to  the  United  States  is  found  by  the 
Attorney  General  to  be  in  the  public  interest:  AND  PROVIDED 
FURTHER,  That,  except  in  the  case  of  an  alien  described  in  clause  (Hi), 
the  Attorney  General  may,  upon  the  favorable  recommendation  of  the 
Secretary  of  State,  waive  such  two-year  foreign  residence  requirement 
in  any  case  in  which  the  foreign  country  of  the  alien's  nationality  or  last 
residence  has  furnished  die  Secretary  of  State  a  statement  in  writing 
that  it  has  no  objection  to  such  waiver  in  the  case  of  such  alien.*  *  * 

Section  212.  (j)(l)  The  additional  requirements  referred  to  in  section 
101(a)(15)(J)  for  an  alien  who  is  coming  to  the  United  States  under  a 
program  under  which  he  will  receive  graduate  medical  education  or 
training  are'. 

(A)  A  school  of  medicine  or  of  one  of  the  other  health  professions, 
which  is  accredited  by  a  body  or  bodies  approved  for  the  purpose  by 
the  Commissioner  of  Education,  has  agreed  in  writing  to  provide  the 
graduate  medical  education  or  training  under  the  program  for  which 
the  alien  is  coming  to  the  United  States  or  to  assume  responsibility 
for  arranging  for  the  provision  thereof  by  an  appropriate  public  or 
nonprofit  private  institution  or  agency,  except  that,  in  the  case  of 
such  an  agreement  by  a  school  of  medicine,  any  one  or  more  of  its 
affiliated  hospitals  which  are  to  participate  in  the  provision  of  the 
graduate  medical  education  or  training  must  join  in  the  agreement; 

(B)  Before  making  such  agreement,  the  accredited  shcool  has  been 
satisfied  that  the  alien  (i)  is  a  graduate  of  a  school  of  medicine  which 
is  accredited  by  a  boay  or  bodies  approved  for  the  purpose  by  the 
Commissioner  of  Education  (regardless  of  whether  such  school  of 
medicine  is  in  the  United  States);  or  (ii)  has  passed  parts  I  and  II  of 
the  National  Board  of  Medical  Examiners  Examination  (or  an 
equivalent  examination  as  determined  by  the  Secretary  of  Health, 
Education,  and  Welfare),  has  competency  in  oral  and  written 
English,  will  be  able  to  adapt  to  the  educational  and  cultural 
environment  in  which  he  will  be  receiving  his  education  or  training, 
and  has  adequate  prior  education  and  training  to  participate 
satisfactorily  in  the  program  for  which  he  is  coming  to  the  United 
States; 

(C)  The  alien  has  made  a  commitment  to  return  to  the  country  of 
his  nationality  or  last  residence  upon  completion  of  the  education  or 
training  for  which  he  is  coming  to  the  United  States  (including  any 
extension  of  the  duration  thereof  under  subparagraph  (D)),  and  the 
government  of  the  country  of  his  nationality  or  last  residence  has 
provided  a  written  assurance,  satisfactory  to  the  Secretary  of  Health, 
Education,  and  Welfare,  that  there  is  a  need  in  that  country  for 
persons  with  the  skills  the  alien  will  acquire  in  such  education  or 
training;  and 

(D)  The  duration  of  the  alien 's  participation  in  the  program  for 
which  he  is  coming  to  the  United  States  is  limited  to  not  more  than 
2  years,  except  that  such  duration  may  be  extended  for  one  year  at 
the  written  request  of  the  government  of  his  nationality  or  last 
residence,  if  (i)  the  accredited  school  providing  or  arranging  for  the 
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provision  of  his  education  or  training  agrees  in  writing  to  such 
extension,  and  (ii)  such  extension  is  for  the  purpose  of  continuing  the 
alien's  education  or  training  under  the  program  for  which  he  came  to 
the  United  States, 

(2)(A)  Except  as  provided  in  subparagraph  (B),  the  requirements  of 
subparagraph  (A)  and  (B)  of  paragraph  (1)  shall  not  apply  between 
the  effective  date  of  this  subsection  and  December  31,  1980,  to  any 
alien  who  seeks  to  come  to  the  United  States  to  participate  in  an 
accredited  program  of  graduate  medical  education  or  training  if  there 
would  be  a  substantial  disruption  in  the  health  services  provided  in 
such  program  because  such  alien  was  not  permitted,  because  of  his 
failure  to  meet  such  requirements,  to  enter  the  United  States  to 
participate  in  such  program. 

(B)  In  the  administration  of  this  subsection,  the  Attorney  General 
shall  take  such  action  as  may  be  necessary  to  ensure  that  the  total 
number  of  aliens  participating  (at  any  time)  in  programs  described  in 
subparagraph  (A)  does  not,  because  of  the  exemption  provided  by 
such  subparagraph,  exceed  the  total  number  of  aliens  participating  in 
such  programs  on  the  effective  date  of  this  subsection, 

B.  Related  Amendments  ofP.L.  94-484  and  P.L.  95-83  Currently  in  Effect 

I.  P.L.  94-484 

Sec.  2. 

(c)  The  Congress  further  finds  and  declares  that  there  is  no 
longer  an  insufficient  number  of  physicians  and  surgeons  in  the 
United  States  such  that  there  is  no  further  need  tor  affording 
preference  to  alien  physicians  and  surgeons  in  admission  to  the 
United  States  under  the  Immigration  and  Nationality  Act. 

Title  VI — Foreign  Medical  Graduates 

[Sees.  601(a)-(e)  are  amendments  to  the  Immigration  and  Nationality 
Act,  incorporated  in  the  language  shown  in  Part  A  above.] 
Sec.  601. 

(0  The  amendments  made  by  this  section  shall  take  effect  ninety 
days  after  the  date  of  enactment  of  this  section. 

Title  IX — Miscellaneous 

LABOR  CERTIFICATION 

Sec.  906.  (a)  The  Secretary  of  Health,  Education,  and  Welfare 
shall  (not  later  than  one  year  after  the  date  of  the  enactment  of  this 
Act)  develop  sufficient  data  to  enable  the  Secretary  of  Labor  to 
make  equitable  determinations  with  regard  to  applications  for  labor 
certification  by  graduates  of  foreign  medical  schools. 

(b)  The  data  required  under  subsection  (a)  shall  include  the 
number  of  physicians  (by  specialty  and  by  percent  of  population) 
in  a  geographic  area  necessary  to  provide  adequate  medical  care, 
including  such  care  in  hospitals,  nursing  homes,  and  other  health 
care  institutions,  in  such  area. 

(c)  The  Secretary  of  Health,  Education,  and  Welfare  shall 
develop  such  data  after  consultation  with  such  medical  or  other 
associations  as  may  be  necessary. 
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II.  P.L.  95-83 

[Sees.    307.    (q)(l)-(2)    are    amendments    to    the    Immigration    and 
Nationality  Act,  Incorporated  in  the  language  shown  in  Part  A  above.] 

Sec.  307.  (q) 

(3)  Title  VI  of  the  Health  Professions  Educational  Assistance  Act 
of  1976  is  amended  by  adding  at  the  end  thereof  the  following  new 
section: 

TECHNICAL  AND  CONFORMING  AMENDMENTS 

Sec.  602.  (a)  For  purposes  of  section  212(a)(32)  and  section 
212(j)(l)  of  the  Immigration  and  Nationality  Act  (8  U.S.C.  1182), 
an  alien  who  is  a  graduate  of  a  medical  school  shall  be  considered 
to  have  passed  parts  I  and  II  of  the  National  Board  of  Medical 
Examiners  Examination  if  the  alien — 

(1)  was  on  January  9,  1977,  a  doctor  of  medicine  fully  and 
permanently  licensed  to  practice  medicine  in  a  State, 

(2)  held  on  that  date  a  valid  specialty  certificate  issued  by  a 
constituent  board  of  the  American  Board  of  Medical 
Specialties,  and 

(3)  was  on  that  date  practicing  medicine  in  a  State. 

(b)  For  purposes  of  this  section,  the  term  "State"  means  a  State 
as  defined  in  section  101(a)(36)  of  the  Immigration  and  Nationality 
Act  (8  U.S.C.  1101). 

(c)  Section  101(a)(41)  of  the  Immigration  and  Nationality  Act  is 
amended  (1)  by  inserting  "a"   after  "graduates  of  and  (2)  by 

■  inserting  ",other  than  such  aliens  who  are  of  national  or 
international  renown  in  the  field  of  medicine"  after  "in  a  foreign 
state".165 

(d)  This  section  and  the  amendment  made  by  subsection  (c)  are 
effective  January  10,  1977,  and  the  amendments  made  by 
subsections  (b)(4)  and  (d)  of  section  601  shall  apply  only  on  and 
after  January  10,  1978,  notwithstanding  subsecuon  (f)  of  such 
section.166 


165  This  amendment  to  the  Immigration  and  Nationality  Act  is  incorporated  in  the  language  shown  in 
Pan  A. 

166  Subsections  (b)(4)  and  (d)  of  section  601  of  P.L.  94-484  refer  to  and  contain  the  new  section  212fi), 
added  to  the  Immigration  and  Nationality  Act  by  the  1976  amendments.  This  amendment  postponed  the 
effective  date  of  section  2120)  of  the  1NA  for  a  year,  until  January  10,  1978. 


